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RETROSPECT  OF  .SURGERY. 

By  Frakcis  J.  SHEpnicun,  M.D.,  CM.,  M.R.C.S.,  Eng. 
Sui-eou  to  the  Montreal  General  Hospital  ;  Prof essOT  of  Anatomy  and  Lecturer  on 
csuueou  lo  uiK,  Operative  Surgery.  McGilI  University. 

Operative  Treatment  of  Unlarged  Prostate— The  treatment 
of  enlargement  of  the  prostate  is  a  problem  which  constantly 
presents  itself  to  every  surgeon,  and  so  far  its  solution  is  not  the 
most  satisfactory.    In  a  certain  proportion  of  cases  the  judicious 
use  of  the  catheter  yields  fairly  good  results,  but  in  many  of 
these  cases  a  day  comes  when  even  the  friendly  catheter  cannot 
be  depended  upon,  and  something  else  has  to  be  tried.  Cystitis 
or  other  accident  may  intervene,  and  to  obtain  relief  operative 
measures  are  undertaken.    The  simplest  operation  is  perineal 
section,  and  marked  relief  is  often  afforded,  but  very  frequently 
this  relief  is  only  temporary.  When  the  cause  of  the  obstruction 
to  the  outflow  of  urine  is  hypertrophy  of  the  prostate,  no  proce- 
dure which  does  not  aim  at  removing  this  cause  will  prove  of 
any  permanent  benefit.    At  the  meeting  of  the  British  Medical 
Association  held  at  Leeds  in  August  last,  Mr.  McGill  opened  a 
discussion  on  "  The  Retention  of  Urine  from  Prostatic  Enlarge- 
ment" {British  Bledical  Journal,  Oct.  19,  1889).    His  paper 
was  based  on  twenty-four  operations  of  prostatectomy  through  a 
suprapubic  incision,  performed  by  various'  surgeons  at  the  Leeds 
Infirmary,    lie  submitted  and  discussed  the  following  proposi- 
tions : — 

(1)  The  prostatic  enlargements  which  give  rise  to  urinary 
symptoms  are  intravesical  and  not  rectal. 

(2)  The  retention  is  caused  by  a  valve-like  action  of  the  intra- 
vesical prostate,  the  urethral  orifice  being  closed  more  or  less 
completely  by  the  contraction  of  the  bladder  and  its  contents. 

(3)  That  in  many  cases  self-catheterism  is  the  only  treatment 
required. 

(4)  When  the  catheter  treatment  fails,  or  is  unavailable,  more 
radical  measures  are  necessary.  He  states  his  belief  that  a 
large  proportion  of  cases  treated  by  catheter  sooner  or  later 
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break  down,  the  urine  becomes  ammoniacal,  the  desire  to  mic- 
turate continues,  and  the  catheter  only  relieves  for  a  few  minutes 
at  a  time.  The  greatest  care  does  not  always  prevent  this  result, 
nor  does  the  greatest  carelessness  always  induce  it.  In  other 
cases  the  patient  cannot  be  taught  to  pass  the  catheter  himself, 
and  the  constant  attendance  of  a  surgeon  is  impracticable.  Now 
the  radical  measures  recommended  by  McGill  are  as  follows : 

(5)  Drain  the  bladder  thoroughly  for  a  time  and  permanently 
remove  the  cause  of  obstruction  ;  the  intravesical  prostatic  growth 
must  be  removed. 

(6)  These  two  indications  are  best  fulfilled  by  a  supra-pubic 
rather  than  by  a  urethral  or  perineal  operation.    Out  of  2-4 
cases  operated  on  in  the  Leeds  Infirmary,  8  remain  permanently 
well.    There  were  4  deaths — 1  due  to  shock,  2  due  to  shock 
and  hemorrhage,  and  1  to  retro-pubic  suppuration.    All  the 
cases  were  men  between  60  and  70  ;  almost  all  were  in  a  bad 
state  of  health,  and  could  not  have  lived  long  unless  relieved. 
In  seven  cases  the  operation  was  undertaken  for  the  removal  of 
stone,  and  prostatectomy  was  incidental,  excluding  these  and 
the  four  cases  of  death,  also  one  lost  sight  of  and  two  still  under 
observation,  leaves  ten  still  to  be  accounted  for.    Eight  of  these 
remain  permanently  well,  one  only  having  to  use  the  catheter 
occasionally  ;  in  one  case  the  operation  was  not  satisfactorily 
completed  and  no  relief  was  obtained  ;  in  the  tenth  case  relief 
was  for  a  time  obtained,  but  he  relapsed  and  died  ten  months 

alter  operation. 

In  the  discussion  which  followed,  Mr.  Bruce  Clarke  advocated 
first  making  a  perineal  incision  and  examining  the  bladder,  and 
seeing  what  needed  to  be  done,  and  afterwards  to  perform  supra- 
pubic cystotomy. 

Dr.  Kummell  of  Hamburg  has  also  written  on  this  subject.  He 
reports  six  cases  operated  on ;  the  operations  were  done  on  severe 
cases  in  which  the  various  ordinary  means  had  been  used  a  long 
time.'  He  had  recourse  to  suprapubic  cystotomy.  He  extir- 
pated not  only  the  median  lobe,  but  all  portions  of  the  prostate 
projecting  into  the  bladder.  He  operates  by  opening  the  bladder 
by  a  supiapubic  incision  ;  uses  sponges  and  iodoform  gauze  for 
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plugging.  The  projecting  parts  of  the  prostate  he  seizes  with  a 
forceps,  burns  oiF  what  impedes  the  passage  with  the  galvano- 
cautery  loop  or  Paquelin's  cautery.  If  necessary  the  neck  of 
the  bladder  is  dilated  and  as  large  a  catheter  as  possible  intro- 
duced ;  in  a  few  days  it  is  possible  to  introduce  the  thickest 
catheters.  By  this  time  suture  of  the  bladder  can  be  under- 
taken. The  patient  should  be  got  about  as  soon  as  possible  to 
avoid  the  dreaded  hypostatic  pneumonia.  He  uses  continuous 
catgut  suture  and  removes  catheter  in  eighteen  days.  One  out 
of  the  six  cases  died  of  broncho-pneumonia  the  eighteenth  day 
after  operation.  In  his  cases  Kummell  does  not  claim  that  the 
results  were  so  perfect  that  the  after  use  of  the  catheter  was  not 
needed,  but  the  patient's  condition  was  so  serious  that  in  many 
cases  the  operation  was  a  life-saving  one.  He  recommends  this 
procedure  in  those  cases  where  there  is  nothing  to  lose,  but 
everything  to  gain. — {Eighteenth  German  Surgical  Congress. 
Centralblattf.  Chir  ,  No.  29,  1889,  and  Annals  of  Surgery, 
Dec.  1889.) 

Surgery  of  the  Kidney. 

Removal  of  /f  jrfne?/.— Schede  of  Hamburg,  at  a  meeting  held 
in  July,  1888,  read  a  paper  on  twenty  cases  of  extirpation  of 
the  kidney.  Eleven  cases  were  cured,  two  improved,  and  seven 
died  within  the  first  few  days  after  operation,  some  being  oper- 
ated on  under  the  most  unfavorable  circumstances.  Schede's 
mortality  is  only  35  per  cent.  This  is  an  improvement  on  that 
given  by  Gross  in  1885  of  44.6  per  cent.  Schedc  uses  the 
lumbar  incision,  and  thinks  that  the  future  mortality  in  this 
operation  will  be  much  lessened.— (Z>eMisc?7i.  Medicin.  Woch., 
No.  62,  1888.) 

Nephrectomy  in  a  case  of  Horse-shoe  Kidney  where  one-half 
was  affected  with  Hydronephrosis, — In  the  Annales  des  Blala- 
dies  des  Organes  G-Snito-Urinaires  for  June  last,  M.  Vignard 
gives  a  translation  of  Prof.  Socin's  (Basle)  paper  on  the  above. 
A  woman,  47  years  of  age,  was  admitted  into  the  hospital  with 
symptoms  of  intermittent  hydronephrosis  of  the  right  side,  severe 
colic,  and  vomiting.  The  diagnosis  was  not  easily  made  out,  for 
Professor  Socin  was  not  clear  whether  the  tumor  might  not  be 
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cerinected  with  the  mesentery  or  the  pancreas.    However,  the 
tumor  was  aspirated  and  about  500  cubic  centimetres  of  urinous 
fluid  removed.    A  urinary  fistula  remained,  which  transmitted 
purulent  urine,  while  the  bladder  contained  healthy  urine.  A 
further  operation  was  undertaken  in  May  1888,  at  the  patient's 
request.    The  abdominal  incision  was  made  to  the  outer  side  of 
the  rectus  muscle  and  the  vascular  pedicle  of  the  right  kidney 
ligatured,  and  it  only  remained  to  free  the  lower  end  of  the 
kidney  when  it  was  discovered  that  it  was  prolonged  by  a  sort 
of  bridge  four  centimetres  wide  across  the  vena  cava  and  aorta 
to  the  opposite  kidney,  forming  thus  a  horse-shoe  kidney.  The 
isthmus  was  found  to  be  only  slightly  connected  with  the  front 
of  the  vessels,  and  he  therefore  divided  it  by  means  of  a  thermo- 
cautery.   Five  ligatures  proved  to  be  enough  to  arrest  all 
hemorrhage  from  the  divided  surface,  the  capsule  was  sewed  as 
a  flap  over  the  cauterized  surface,  and  the  operation  was  com- 
pleted by  a  lumbo-abdominal  drain.  The  progress  was  excellent. 
The  urine  was  albuniiinous  and  bloody  for  a  few  days  only.  The 
patient  went  out  well  twenty-five  days  after  the  operation.  She 
was  seen  four  months  later  in  good  health,  with  good  color,  and 
able  to  work. 

Braun  of  Heidelberg  has  reported  a  somewhat  similar  case, 
and  the  fact  that  a  horse-shoe  kidney  existed  was  only  made  out 
during  the  operation  for  pyonephrosis.  The  adhesions  between 
the  vena  cava  and  the  isthmus  were  so  close  that  hemorrhage 
occurred,  and  the  patient  died  at  the  finish  of  the  operation. 
Braun,  therefore,  came  to  the  conclusion  that  the  existence  of  a 
horse-shoe  kidney  was  an  absolute  contra-indication  to  operation. 
Socin's  case,  however,  shows  this  conclusion  to  be  incorrect. 
The  diagnosis  is  impossible  before  operation,  and  the  surgeon 
must  treat  the  case  as  occasion  demands.— (Xonrfon  Medical 
Recorder,  Aug.  1889.) 

Horse-shoe  kidney  is  comparatively  rare.  According  to 
Prof.  Koth  of  Basle  it  occurred  five  times  in  1630  autopsies  (1 
in  326).  I  have  seen  three  in  my  experience,  which  is  not  in- 
considerable. Normally  they  have  no  attachment  to  the  vena 
cava  and  aorta,  and  in  Braun's  case  the  adhesions  must  have 
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been  due  to  the  inflammatory  action  produced  by  the  pyone- 
phrosis. No  doubt  in  these  cases  the  operation  is  almost  neces- 
sarily a  fatal  one,  but  in  cases  such  as  Socin's  there  is  no  good 
reason  why  success  should  not  follow  operation.  In  some  cases 
the  isthmus  is  much  longer  and  thicker  than  others.  Prof.  W. 
Gruber  describes  two  cases  in  which  the  isthmus  was  membranous 
only.  Anomalies  of  kidneys  should  be  familiar  to  surgeons.  A 
not  uncommon  one  is  the  displacement  of  one  or  both  organs. 
I  saw  a  case  last  year  where  the  left  kidney  was  situated  between 
the  two  common  iliac  arteries.  The  hilus  was  anterior  and  the 
kidney  was  disc-shaped.  It  must  be  also  borne  in  mind  that  the 
kidney  may  be  single.  I  have  seen  only  one  example  of  this 
anomaly. 

Renal  Surgery  at  the  British  Medical  Association. — At  the 
last  meeting  of  the  British  Medical  Association  a  most  interest- 
ing discussion  took  place  on  renal  surgery  {Brit.  MedicalJour., 
Nov.  16th,  1889).  It  was  opened  by  Mr.  Henry  Morris,  who 
drew  attention  to  the  following  points:  (1)  The  various  ways  in 
which  renal  calculi  are  imbedded  in  the  kidney  require  special 
precautions  whilst  operating.  (Mr.  Morris  is  of  opinion  that 
nothing  short  of  a  digital  exploration  of  the  pelvis  and  calyces 
of  the  kidney  will  suflSce  to  discover  stone  in  some  cases.) 

(2)  Tubercle  of  the  kidney,  as  well  as  suppurating  foci  due 
to  other  causes,  may  give  rise  to  the  same  tactile  sensations  as 
small  calculi, 

(3)  Tubercular  disease  of  the  prostate  is  a  source  of  fallacy 
in  diagnosing  renal  calculi.  It  is  well  known  that  pain  may  be 
transferred  to  the  renal  region  from  disease  of  the  lower  urinary 
tract ;  and  if  there  be,  in  addition,  a  small  amount  of  pus  and 
blood  in  the  urine,  and  no  cystitis,  the  diagnosis  is  much  com- 
plicated. 

(4)  Nephrectomy  is  of  very  doubtful  value  in  advanced  tuber- 
cular renal  disease. 

(5)  Lumbar  nephrectomy  is  the  proper  treatment  for  advanced 
hydronephrosis,  and  for  large  collections  of  fluid  behind  the  peri- 
toneum, the  result  of  lacerated  kidney. 

(6)  Nephrorrhaphy  for  movable  kidney  is  of  great  service. 
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(7)  The  changes  which  the  perinephric  tissue  undergoes,  under 
long  continued  irritation,  sometimes  render  the  search  for  the 
kidney  very  tedious,  and,  maybe,  ineffectual. 

Mr.  Bennett  May  had  operated  on  15  patients  for  stone  or 
suspected  stone— 12  males  and  3  females.    In  13  cases  he 
found  a  stone  and  in  2  he  did  not.    In  fully  half  the  cases  the 
stone  was  fixed  in  the  parenchyma  of  the  kidney.  These  stones, 
mostly  of  slow  growth,  are  circular  or  pyramidal  in  shape,  not 
branched,  and  occur  in  young  males.    The  kidney  remains  per- 
fectly healthy  even  in  a  late  stage  of  the  disease.    The  promi- 
nent symptom  in  these  cases  is  pain,  and  the  main  diagnostic 
test  is  pain  on  deep  local  pressure  beneath  the  last  rib.    Pus  is 
commonly  absent,  and  traces  of  blood  may  be  found  with  the 
microscope  after  exercise.    The  stones  are  difficult  to  find,  but 
when  removed,  give  most  perfect  results.    Should  the  surgeon 
fail  to  find  the  stone  by  acupuncture,  then  the  kidney  should  be 
cut  into  and  explored  with  the  finger  and  sound.    Stones  in  the 
pelvis  of  the  kidney  commonly  grow  much  more  quickly  and  to 
a  larger  size.    Pus  appears  early  and  is  a  prominent  symptom, 
and  the  kidney  soon  undergoes  structural  changes,  ending  in 
pyonephrosis.    These  stones  are  usually  easy  to  find,  and  the 
recovery  is  apt  to  be  imperfect. 

Mr.  David  Newman  of  Glasgow  contrasted  the  results  of 
nephro-lithotomies  with  or  without  suppuration  of  the  kidney. 
Of  the  former,  of  60  cases,  31  recovered  and  26  died  (43.3 
per  cent.)  ;  of  the  latter,  where  there  was  no  suppuration,  of 
42  cases  not  one  died.    This  indicates  the  importance  of  early 
diagnosis.  In  cases  of  hemorrhage,  catheterization  of  the  ureters 
and^estimationof  quantity  of  albumen  and  haemoglobin  in  the 
urine  may  aid  one  in  determining  the  seat  of  the  hemorrhage 
and  ascertaining  whether  the  disease  is  confined  to  one  kidney. 
Mr  Newman  said  that  in  renal  surgery,  the  condition  with  which 
he  was  most  familiar  was  movable  kidney.    Out  of  27  cases  he 
had  met  with  in  private  and  hospital  practice  only  seven  needed 
operative  interference.    In  the  great  majority  of  cases  the  appli- 
cation of  a  well-fitting  elastic  bandage  with  an  air  pad  was  suffi- 
cient   When  performing  nephrorrhaphy,  Mr.  Newman,  in  addi- 
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tion  to  stitching  the  kidney  to  the  abdominal  parietes,  splits  the 
fibrous  capsule  and  separates  it  from  the  surface  of  the  kidney, 
as  it  is  of  little  use  to  stitch  the  adipose  capsule,  because  it  is  so 
loose. 

Mr.  Lawson  Tait  said  his  first  contribution  to  renal  surgery 
was  made  in  July  1884,  though  his  first  operation  on  the  kidney 
was  performed  in  April  1874.  He  gave  a  list  of  seventy-four 
operations  performed  by  himself  on  the  kidney  with  six  deaths. 
The  cases  were  as  follows : 

Simple  exploratory  incisions,  4. 
Nephrotomy,  44  cases  with  one  death. 
Nephrectomy,  22  cases  with  four  deaths. 
Incomplete  operation,  1  case  with  one  death. 
Nephrorrhaphy,  3  cases  with  no  deaths. 
Among  the  nephrotomies  14  were  for  stone,  and  of  these  one 
died.  "^He  strongly  advocated  preliminary  nephrotomy  in  doubt- 
ful cases ;  it  will  save  many  organs  from  removal,  and  make  a 
subsequent  nephrectomy  far  less  risky.    Mr.  Tait  strongly  con- 
demns the  operation  of  nephrorrhaphy  and  will  have  nothing 
more  to  do  with  it.    One  of  the  three  patients  operated  on  has 
subsequently  died  under  circumstances  for  which  he  thinks  the 
operation  might  be  blamed.    He  does  not  think  it  matters  much 
how  the  kidney  is  reached.    Mr.  Tait  has  several  times  opened 
the  abdomen  expecting  to  find  ovarian  tumors,  and  has  found 
soft  cancers  of  the  kidney.    The  conclusions  he  draws  from  his 
experience  are  that  all  tumors  of  the  kidney,  all  suppurating 
kidneys,  and  all  kidneys  with  persistent,  incurable,  and  unbear- 
able pain  in  them,  should  be  exposed  by  incision,  laid  open  and 
thoroughly  explored  by  the  finger-tip.    Stones  may  then  be  re- 
moved, abscesses  drained,  and  hydatid  or  cystic  growths  removed 
with  trifling  risk.    He  also  said  that  mere  exploration  in  some 
cases  of  tumors  leads  in  a  mysterious  way  to  a  cure. 

Mr.  Bruce  Clark  related  an  interesting  case  where,  failing  to 
find  stone  by  needle  puncture,  he  closed  the  wound.  The  patient, 
not  being  relieved,  returned  again.  The  kidney  was  again  ex- 
plored, this  time  by  the  finger,  but  no  stone  found,  so  the  kidney 
was  excised,  and  on  examining  it  a  small,  sharp  stone,  the  size 
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of  a  pea,  was  found  hidden  away  in  one  of  the  recesses  of  the 
ov^an.  He  advocated  the  removal  of  large  diseased  kidneys  by 
the  anterior  incision. 

Mr.  Kendall  Franks  of  Dublin  called  attention  to  a  class  of 
cases  which  were  not  uncommon,  viz.,  those  in  which  the  diag- 
nosis of  renal  calculus  was  almost  certain,  and  in  which  the 
symptoms  clearly  indicated  the  affected  side,  and  yet  in  which, 
when  the  kidney  was  exposed,  the  most  careful  digital  manipu- 
lation and  the  most  systematic  exploration  with  a  long  needle 
failed  to  detect  the  presence  of  a  stone.  In  such  cases  formerly 
the  wound  was  closed,  or,  as  Mr.  Morris  had  done,  the  organ 
was  excised.  Mr.  Franks  advocated  incising  the  kidney  in  situ 
and  searching  for  the  stone  systematically  with  the  finger.  Mr. 
Franks  laid  stress  upon  the  importance  of  leaving  the  wound  in 
the  kidney  to  granulate  without  using  any  means  to  close  it.  He 
advocated  excision  in  cases  of  tubercular  disease  of  the  kidney. 

Mphro-Lithotomy.— Mr.  H.  A.  Jacobson,  in  some  clinical 
remarks  delivered  at  Guy's  Hospital  (British  Medical  Journal, 
Jan.  18,  1890)  on  the  Symptoms  and  Conditions  ivUeh  justify 
Nephro-LitJiotomy,  makes  remarks  on  the  following  symptoms  : 
(1)  Continued  hseraaturia  or  passage  of  blood  and  pus  ;  (2)  pain 
or  tenderness  in  the  loin  and  elsewhere  ;  (3)  points  connected 
with  previous  history,  e.g.,  habitat,  habits,  lithiasis,  oxaluria, 
passage  of  previous  stones,  renal  colic  ;  (4)  frequency  of  mic 
turition  ;  (5)  absence  of  any  condition  in  the  rest  of  the  urino- 
genital  tract  to  explain  the  symptoms  ;  (6)  failure  of  previous 
treatment.    The  chief  conditions  simulating  renal  calculus  are  : 
(1)  Lithiasis  and  to  a  less  degree  oxaluria;  (2)  tubercular 
kidney  ;  (3)  pyelitis,  not  tubercular  ;  (4)  movable  and  (5)  adi- 
ing  kidney,  especially  if  associated  with  (6)  neuralgic  conditions  ; 
(7)  disease  in  organs  contiguous  to  the  kidney  ;  (8)  disease  of 
lumbar  spine ;  (9)  interstitial  shrinking  nephritis ;  (10)  malig- 
nant disease  of  the  kidney,  especially  of  the  pelvis,  and  mahg- 
nant  disease  around  the  12th  dorsal  nerve  (a  case  is  reported). 
The  chief  practical  points  in  the  performance  of  nephro-lithotomy 
he  considers  to  be  as  follows : 

(1)  To  count  the  ribs  ;  the  last  rib  mnj  be  rudimentary  and 
the  11th  mistaken  for  it. 
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(2)  To  make  a  sufficiently  free  incision. 

(3)  To  pack  away  with  sponges  the  colon,  which  is  often 
troublesomely  distended  in  these  cases  with  flatus, 

(4)  If  a  stone  cannot  be  felt  in  pelvis  or  after  palpation  an- 
teriorly or  posteriorly,  the  kidney  should  be  drawn  out  as  far  as 
possible  and  carefully  examined. 

(5)  In  puncturing  the  kidney,  the  calyces  should  be  opened 
systematically. 

(6)  When  palpation  and  acupuncture  fail  to  find  the  stone, 
then  the  kidney  should  be  opened  and  carefully  sounded. 

(7)  Hemorrhage  from  kidney  is  easily  arrested  by  careful, 
firm  pressure. 

(8)  Sources  of  difficulty  in  finding  a  stone  are  (a)  mobile 
kidney,  (b)  stone  in  anterior  part,  and  (c)  stone  in  a  sacculated 
kidney. 

(9)  In  large  suppurating  kidney  first  incise  freely  and  drain 
kidney  before  performing  nephrectomy. 

I  cannot  agree  with  Mr.  Jacobson  as  to  the  method  of  explor- 
ing the  kidney,  and  my  experience  has  been  that  in  those  cases 
where  the  stone  is  small  and  hidden  away  in  one  of  the  calyces, 
there  is  often  little  chance  of  its  being  found  either  by  palpation, 
needling,  or  the  introduction  of  a  sound.  A  free  incision  into 
the  kidney  and  exploration  with  the  finger  is  the  only  certain 
method  of  finding  these  calculi.  I  have  several  times  cut  down 
on  the  kidney  for  suspected  calculus,  palpated,  needled  and  used 
the  sound',  yet  failed  to  find  the  stone  ;  but  in  the  last  case  I 
made  a  free  incision  into  the  posterior  border  of  the  kidney,  intro- 
duced my  finger,  and  soon  came  across  a  small  stone  encapsuled 
at  upper  end  of  organ.  I  have  never  had  any  difficulty  in  arrest- 
mg  hemorrhage,  and  have  never  found  it  necessary  to  plug  the 
wound  with  gauze  ;  pressure  with  sponge  or  finger  easily  arrests 
any  hemorrhage,  even  when  it  is  very  free.  I  have  no  doubt 
at  all  that  many  of  the  so-called  cases  of  nephralgia  which  have 
been  operated  on  have  been  cases  of  stone  undiscovered,  because 
not  thoroughly  searched  for  with  the  finger  through  a  sufficiently 
large  incision. 

Pr.  E.  L.  Keyes  of  New  York  recently  read  a  most  interesting 
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paper  on  Nephro-Litliotomy  before  the  Medical  Society  of  the 
■State  of  New  York  (JV.  F.  Medical  Record,  Feb.  8th,  1890). 
His  experience  extends  to  six  cases  of  actual  or  suspected  stone- 
In  one  case  the  kidney  was  filled  by  a  large-branched  calculus 
weighing  two  ounces,  which  was  extracted  in  pieces  with  great 
difficulty  ;  there  was  much  hemorrhage,  which  was  arrested  by 
hot  water.    Dr.  Keyes'  conclusions  are  as  follows  : 

(1)  The  posterior  exploratory  incision  upon  a  kidney  suspected 
to  contain  stone  is  devoid  of  any  serious  danger  when  performed 
with  proper  care,  and  should  be  resorted  to  more  often  than  it  is. 

(2)  The  best  incision  is  the  transverse,  below  the  12th  rib, 
with  as  much  of  a  liberating  incision  downwards  along  the  edge 
of  the  quadratus  as  may  be  required  to  gain  ample  room. 

(3)  The  kidney  may  be  freely  cut  into  and  rudely  lacerated 
with  the  finger,  when  the  stone  calls  for  it,  without  producing 
any  hemorrhage  which  hot  irrigations  will  not  control. 

(4)  It  is  better,  in  the  case  of  a  large  branching  calculus,  to 
break  it  up  and  extract  it  in  fragments  rather  than  attempt  to 

remove  it  entire. 

(5)  So  little  danger  attaches  to  the  posterior  incision  that  it 
seems  wiser  always  to  make  it  the  first  step,  reserving  peritoneal 
exploration  for  a  later  resource  in  cases  where  the  posterior 
operation  miscarries. 

Galculus  Removed  from  the  Ureter.— K  paper  was  read  at  a 
recent  meeting  of  the  Clinical  Society  of  London  by  Mr.  Twynam 
of  Sydney,  New  South  Wales  {_Lancet,  Feb.  1,  1890),  describ- 
ing how,  in  a  child  aged  8  years,  a  calculus  was  successfully 
removed  from  the  ureter.    The  patient  entered  hospital  suffermg 
from  pain  in  the  abdomen  and  haematuria.    Pain  was  felt  over 
the  pubes  and  at  tip  of  penis  after  micturition.    No  stone  m 
bladder.    Distinct  tenderness  in  left  loin.    High  temperature. 
On  Feb  6th  an  exploratory  incision  was  made  in  the  left  linea 
semilunaris  and  the  left  kidney  and  ureter  examined,  but  no 
stone  found.    A  calculus  was  found,  however,  in  the  right  ureter 
two  inches  from  the  bladder,  and  when  pressed  upon  could  be 
felt  through  the  rectum.    The  stone  was  removed  by  hnear  in- 
cision in  a  subsequent  operation,  because  patient  had  a  tempera- 
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ture  of  106*'  and  convulsions.  Incision  was  made  as  if  to  tie 
the  common  iliac  artery.  Some  difficulty  was  experienced  in 
isolating  the  ureter,  but  it  was  ultimately  accomplished  and  the 
stone  removed  with  forceps  through  a  linear  incision.  It  weighed 
six  grs.  and  was  the  size  of  a  No.  12  catheter.  The  wound  in 
the  ureter  was  closed  with  fine  silk,  a  drainage  tube  was  intro- 
duced into  the  wound  cavity,  and  the  wound  dressed  with  sali- 
cylated  wool.  Urine  ceased  to  flow  from  wound  on  the  fifth  day, 
after  which  it  rapidly  healed,  and  the  boy  made  a  perfect  re- 
covery. The  striking  points  in  this  case  were  (1)  the  difficulty 
of  diagnosis  owing  to  the  fact  that  a  stone  in  the  bottom  of  the 
right  ureter  caused  pain  in  the  region  of  the  left  kidney,  (2)  the 
novel  method  of  removing  a  stone  situated  so  low  down  in  the 
ureter. 

In  his  Harveian  lectures  on  the  Surgery  of  the  Kidney,  Mr. 
J.  Knowsley  Thornton  {Lancet,  Dec.  7th,  1889),  in  speaking  of 
puncture  and  lumbar  nephrotomy,  briefly  summarizes  as  follows  : 
He  would  restrict  puncture  (1)  to  decide  in  doubtful  cases  be- 
tween solid  and  fluid  tumors  of  the  kidney  ;  (2)  to  relieve  pain- 
ful distension  when  nephrotomy  for  some  special  reason  is  not  at 
once  advisable  or  possible ;  (3)  to  remove  urine,  serum  or  pus 
from  a  very  large  tumor  to  reduce  its  bulk  in  the  performance 
of  nephrectomy  ;  (4)  as  a  tentative  attempt  at  cure  in  some 
cases  of  simple  cyst  or  hydronephrosis  ;  (5)  to  localize  the  posi- 
tion of  renal  or  circumrenal  abscess  when  the  physical  signs  are 
not  clear  enough  for  free  incision  ;  and  (6)  to  gain  time  and 
reheve  harmful  tension  in  some  cases  of  calculous  suppression. 
He  would  restrict  the  use  of  nephrotomy  to  (1)  calculous  sup- 
pression in  which  the  incision  seems  preferable  to  mere  puncture, 
with  the  chance  of  being  able  also  to  remove  the  stone  ;  (2)  for 
the  cure  by  subsequent  drainage  of  simple  cysts,  abscesses  and 
hydatids  ;  (3)  for  the  cure  by  subsequent  drainage  of  traumatic 
pyonephrosis  or  pyelitis,  and  in  the  early  stages  of  tubercular 
suppuration  ;  (4)  for  the  possible  cure  of  more  advanced  calculous 
or  tuberculous  suppurations  when  the  patient  will  not  submit  to 
nephrectomy  ;  and  (5)  for  the  performance  of  nephro-lithotomy 
in  some  cases.  Mr,  Thornton  strongly  objects  to  lumbar  nephrec- 
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tomy  for  tumors  of  the  kidney,  one  of  the  objections  being  the 
possibility  of  not  being  able  to  find  the  kidney,  an  accident  that 
has  happened  to  experienced  London  surgeons  in  a  large  number 
of  cases  ;  another,  that  a  single  kidney  may  be  removed.  He 
being  an  abdominal  surgeon,  is  altogether  in  favor  of  the  abdomi- 
nal method  by  the  lateral  incision  of  Langenbuch  along  the  outer 
border  of  the  rectus  muscle.  If  it  be  necessary  to  drain,  a  Keith's 
glass  tube  is  used,  and  should  be  cleaned  each  day  under  the 
spray.  He  says  that,  as  a  precise  and  scientific  operation,  there 
is  no  comparison  between  the  abdominal  operation  and  its  lumbar 
rival.  After  the  operation  he  allows  no  opium  or  stimulants,  but 
if  it  is  absolutely  necessary  to  give  a  sedative,  he  gives  potassium 
bromide  and  chloral  injections  per  rectum.  Mr.  Thornton  has 
only  had  a  mortality  of  20  per  cent  in  his  cases  of  nephrectomy. 

Wounds  of  the  Kidney. — M.  Taffier  of  Paris,  in  an  article 
on  Wounds  of  the  Kidney  {Arehiv  Gen.  de  Med..,  March 
1889),  says  that  in  cases  of  wounds  of  the  convex  edge 
of  the  kidney  there  occurs  a  copious  hemorrhage  from  a 
network  of  veins  in  the  cortical  substance  of  the  organ,  this 
being   easily   arrested,    however,    by    slight  compression. 
"Wounds  of  kidney  are  not  followed  by  urinary  infiltration  ; 
they  have  a  remarkable  tendency  to  heal  rapidly  and  without 
suppuration,— in  69  cases  only  seven  suppurated.  Hemor- 
rhage, in  case  of  injury  of  the  hilus,  is,  next  to  shock,  the 
most  important  symptom,  and  this  may  be  so  profuse  as  to  be 
followed  by  death  from  this  cause  alone.    In  bullet  wounds, 
secondary  hemorrhage  is  frequently  observed.    Hsematuria  in 
wounds  of  the  kidney  is  characteristic,  though  not  always  present 
(18  in  31).    Anuria  is  the  exception. 

Under  the  head  of  complications  may  be  mentioned  prolapse 
of  the  kidney.  This  may  occur  without  any  injury  of  the  kidney 
having  taken  place.  Suppurative  processes  are  relatively  infre- 
quent. Fistulse  are  very  rare  even  after  suppuration.  Among 
78  wounds  of  the  kidney  recorded  in  the  surgical  history  of  the 
war  of  the  Rebellion,  in  only  one  case  did  a  permanent  fistula 
remain. 
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The  prognosis  in  cases  of  wounds  of  the  kidney  must  be 
cautiously  given.  Of  course,  if  other  internal  organs  are  injured 
the  case  becomes  much  more  serious.  When  a  case  presents 
itself  it  should  be  carefully  cleansed  antiseptically  and  precipitate 
nephrectomy  should  be  avoided. 

Treatment  of  some  forms  of  Chronic  Suppurating  Kidneys 
by  Perineal  Puncture  and  Drainage. — In  an  article  on  the 
above  subject,  Mr.  Reginald  Harrison  comes  to  the  following 
conclusions  {^Lancet,  Dec.  7th,  1889)  : 

(1)  That  in  a  large  number  of  cases  of  simple  suppurating 
pyelitis  caused  by  obstruction  below,  the  pus  gradually  and  com- 
pletely disappears  as  the  resistance  to  the  urine  is  removed. 
This  is  exemplified  in  the  ordinary  treatment  of  urethral  stricture 
by  dilatation  or  otherwise. 

(2)  That  some  advanced  forms  of  chronic  double  suppurative 
pyelitis  from  obstruction  below,  where  the  suppuration  continues 
to  be  excessive  after  the  obstruction  has  been  removed  or  re- 
lieved, are  best  treated  by  an  opening  in  the  perineum  where 
the  drainage  is  free  and  dependent  and  irrigation  can  be  con- 
veniently employed. 

(3)  Perineal  puncture  (elsewhere  described  by  Mr.  Harrison) 
best  meets  the  requirements  of  these  cases,  and  may  be  said  to 
be  free  from  risk.  Mr.  Harrison  says  that  perineal  puncture 
entails  no  prolonged  confinement  in  bed.  He  has  had  patients 
going  about  ten  days  after  operation.  Mr.  Harrison  has  devised 
a  very  simple  contrivance  consisting  of  a  soft  rubber  drainage- 
tube  for  retention  in  the  bladder  by  a  T-bandage,  to  which  is 
attached  a  continuation-tube  fitted  with  a  stop-cock,  the  end 
being  retained  in  a  belt  around  the  patient's  waist. 

(4)  In  cases  of  suppurating  kidneys,  where  not  too  advanced, 
by  making  a  dependent  perineal  opening,  whatever  remains  of 
sound  suppurating  kidneys  may  be  saved  and  life  prolonged, 
Avhilst  the  comfort  of  the  patient  is  materially  added  to. 

Ligature  of  the  Common  Iliac  Artery  for  Hip-joint  Ampu- 
tations.-—Br.  PoflFert  of  Giessen  reports  a  case  {Deutsch.  Med. 
Woch.,  No.  29,  1889)  in  which  Prof.  Bose  had  resorted  to  pre- 
liminary ligature  of  the  common  iliac  artery  as  the  first  step  in 
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a  hip-joint  amputation.    The  patient,  a  strong,  healthy  man, 
aged  40,  had  noticed  for  six  months  that  his  thigh  had  begun  to 
swell  above  the  knee,  and  that  the  past  few  weeks  the  swelling 
had  increased  rapidly  and  caused  pain.    Examination  showed  a 
tumor  extending  from  the  condyles  to  the  groin,  its  upper  limit 
bein'^  felt  anteriorly  under  Poupart's  ligament,  and  posteriorly 
a  litUe  below  the  gluteal  fold.    The  hmb  was  cylindrical  in 
shape,  enlarged  ;  skin  over  tumor  tense  and  shiny.  Veins  much 
dilated.    No  fracture  of  femur.     Amputation  was  performed 
Dec  11th,  1884.    He  first  proceeded  to  tie  the  common  iliac 
artery  in  the  usual  manner.    The  artery  and  vein  were  easily 
exposed,  and  seen  to  be  surrounded  by  fat  and  enlarged  glands. 
The  vein  and  artery  were  Ugated  and  the  glands  removed,  ihe 
wound  was  closed,  a  drainage-tube  being  inserted  at  the  lower 
angle.    The  amputation  was  now  performed  by  anterior  flap 
consisting  of  only  skin  and  fascia  ;  the  posterior  flap  consisted 
of  skin  and  muscular  tissue,  which  here  was  healthy.  Very 
little  hemorrhage  took  place.    The  large  wound  was  drained 
and  closed  with  silk  sutures.    The  pulse  after  the  operation  was 
excellent,  and  the  patient  made  a  rapid  and  perfect  recovery. 
Tumor,  a  spindle-celled  sarcoma,  starting  from  bone  iour 
years  after  operation  patient  was  perfectly  healthy  and  free  fron. 
return  of  disease. -(^uoierf  in  JlnnaZs  of  Surgery,  ^eoASS^O 
The  Use  and  Abuse  of  Drainage  Tuhes.-U..  Rickman 
Godlee,  in  an  interesting  article  on  the  above  subject  {Practi- 
tioner Feb.  1890),  comes  to  the  following  conclusions:— 

The  advantages  of  doing  without  them  are-(l)  The  healing 
is  more  rapid.  (2)  The  scar  is  more  uniformly  Imear  (d)  il^ 
chance  of  faiUng  with  the  antiseptic  element  is  much  diminished 
Disadvantages  are-(l)  The  temperature  does  not  seem  Jo 
keep  so  absolutely  normal  as  we  see  it  m  perfectly  drained 
wounds.  (2)  There  is  risk  of  blood  or  serum  collectmg  under 
The  flaps;  and  while  in  many  cases  this  may  be  absorbed,  jn 
others  it  will  require  removal,  and  then  the  cure  is  probably 
longer  thin  it  would  have  been  if  drainage  had  been  employed 

Dr.  Hans  Schmid  of  Berlin,  in  an  article  on  the  Changes  in 
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Value  and  in  the  Manner  of  Draining  Wounds  (Berliner 
Klinik,  Hft.  11,  May  1889),  says  that  rubber  tubes  are  fre- 
quently compressed  by  the  dressings  and  bandages,  and  that 
their  benefit  is  a  delusion.  Infection  of  wounds  after  operation 
is  represented  by  two  types — either  a  diphtheritic  slough 
appears  on  both  walls  of  the  wound  after  union  of  the  skin  over 
the  wound,  or  else  a  phlegmanous  inflammation  of  the  tissues 
obtains.  In  neither  of  these  two  cases  are  drainage  tubes  of 
any  avail.  Drainage  tubes  are  frequently  stopped  at  both  ends 
by  clots  and  granulations.  They  always  act  as  foreign  bodies, 
and  may  prove  disastrous  to  an  aseptic  course  by  containing  air. 
Finally,  the  presence  of  drainage  tubes  calls  for  an  unnecessary 
change  of  dressing.  Dr.  Schmid  has  treated  between  600  and 
900  major  surgical  operative  cases  without  drainage  tubes,  and 
in  all  cases  he  was  contented  with  the  results,  and  no  case  gave 
cause  for  serious  apprehension,  but  once  in  a  while  retention  of 
bloody  serum  occurred,  which  occasionally  (if  not  speedily  let 
out)  would  turn  purulent. — (^Quoted  in  Annals  of  Surgery^ 
Nov.  1889.) 

Long-standing  Dislocation  of  the  Shoulder  treated  by  Opera- 
tion.— Sir  Joseph  Lister  (^Lancet,  Jan.  1890)  reports  two  cases 
of  the  above  successfully  treated  by  operation.  The  first  case 
was  that  of  a  man,  aged  47,  who  came  to  King's  College  Hos- 
pital eight  weeks  after  having  dislocated  both  shoulders.  On 
admission,  both  limbs  presented  the  usual  characters  of  subcora- 
coid  dislocation.  He  operated  by  first  making  an  incision  from 
the  coracoid  process  downwards  and  somewhat  outwards  between 
the  deltoid  and  great  pectoral,  the  tendon  of  the  subscapularis 
was  divided  at  its  insertion,  and  then  with  a  periosteum  detacher 
proceeded  to  separate  the  soft  parts  from  the  head  of  the  bone 
and  the  inner  part  of  its  neck  ;  pulleys  were  applied,  and  after 
protruding  the  head  of  the  bone,  dividing  some  tense  bands,  and 
separating  the  external  rotators,  the  bone  was  returned  with 
difficulty  to  the  glenoid  cavity.  A  week  later  the  other  shoulder 
was  operated  on  in  the  same  way,  except  that  the  head  of  the 
bone  was  at  once  protruded  and  the  attachment  of  all  the  rota- 
tors divided.    In  this  instance  the  head,  after  two  attempts,  was 
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drawn  into  place  by  pulleys.  The  wounds  did  perfectly  well, 
and  there  was  no  suppuration  ;  passive  motion  was  employed  and 
kept  up  ;  serous  oozing  for  nearly  two  months ;  he  was  discharged 
from  hospital  two  months  alter  operation,  and  returned  in  about 
two  months  for  inspection.  The  arms  could  be  moved  to  a  right 
angle  and  rotation  was  much  improved,  and  patient  could  do  his 
work  as  an  agiicultural  laborer. 

The  second  case  was  that  of  a  young  man,  aged  23,  who  was 
admitted  into  hospital  in  July,  1887,  seven  months  after  having 
dislocated  both  shoulders  in  an  epileptic  fit.    On  both  sides  the 
dislocation  was  subcoracoid.    The  shoulder  was  operated  on  in 
the  same  way  as  the  first,  but  the  result  was  not  brilliant,  so  six 
months  afterwards  the  other  shoulder  was  operated  on  in  a  dif- 
ferent way.    He  decided  that  he  would  merely  cut  down  on  the 
head  of  the  bone  and  remove  it  piecemeal  by  means  of  chisel 
and  hammer  without  disturbing  the  attachments  of  the  external 
rotators.    For  a  study  of  the  skeleton  with  the  humerus  in  the 
subcoracoid  position  had  convinced  Sir  Joseph  that  the  removal 
of  the  articular  surface  without  interfering  with  the  tuberosities 
would  allow  the  bone  to  drop  back  in  relation  with  the  glenoid 
cavity.    This  was  done  January  1888,  and  the  immediate  result 
was  good.    The  bone  went  readily  into  place,  recovery  of  move- 
ment was  much  more  rapid  than  on  the  other  "side,  and  he  had 
almost  perfect  use  of  the  arm. 

Sir  Joseph  Lister  would  advise  that  when  the  surgeon  feels 
in  doubt  as  to  whether  it  is  prudent  to  make  attempts  at  reduc- 
tion, or  when  such  attempts  do  not  succeed,  he  should,  in  the 
first  place,  cut  down  upon  the  bone  by  the  usual  incision,  and 
then  detach  with  a  periosteum  elevator  the  soft  parts  from  the 
inner  side  of  the  upper  end  of  the  humerus.  This  will  ensure 
the  avoidance  of  injury  to  the  axillary  vessels.  Should  these 
means  fail,  then  detaching  the  heads  of  the  rotator  muscles  and 
removal  of  the  head  of  the  bone  will  ensure  a  useful  limb. 

Note  on  a  possible  means  of  Arresting  the  Progress  of  Myx- 
oedema,  Cachexia  Strumipriva,  and  allied  Diseases.— Mr. 
Victor  Horsley  (British  Medi<:al  Jormial,  Feb.  8th,  1890) 
suggests  that  after  the  removal  of  the  thyroid  to  prevent  cachexia 
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strumipriva  a  portion  of  the  thyroid  gland  from  one  of  the  lower 
animals  should  be  transplanted  into  the  peritoneal  cavity  or  into 
the  subcutaneous  tissues.  The  successful  growth  of  the  grafted 
gland  would  probably  bring  about  arrest  of  the  diseased  process 
by  reason  of  restoration  of  lost  function.  Performed  under 
strict  aseptic  conditions  the  operation  would  be  without  risk  or 
inconvenience.  He  suggests  that  the  thyroid  gland  of  an  anthro- 
poid ape  would  be  best,  but  this  not  being  obtainable,  he  advises 
that  of  the  sheep  as  most  resembling  in  its  anatomical  character- 
istics that  of  man.  One  lobe  or  half  of  one  lobe  would  be  suffi- 
cient. Mr.  Ilorsley's  suggestion  is  based  on  the  observations 
of  Prof  Schiff  and  Dr.  Von  Eiselberg. 

Suture  of  Nerves. — E.  Etzold  records  (Deutseh.  Zeitschrift 
f.  Chir.,  Bd.  xxix,  Hft.  5  and  6,  1889)  a  number  of  cases  occur- 
ring at  the  Dorpat  Clinic,  in  which  various  nerves,  chiefly  the 
ulnar,  radial,  median  and  musculo-cutaneous,  Avere  sutured  at 
diiferent  intervals  after  their  division  with  great  success. 
After  considering  the  whole  subject,  he  comes  to  the  following 
conclusions  : 

(1)  Nerves  do  not  unite  by  either  primary  adhesion  or  second 
intention.  The  axis  cylinders  are  the  extension  of  the  cells  of 
the  ganglia,  and  their  re  formation  by  means  of  an  exudation 
of  cellular  elements  of  mesodermal  origin  is,  for  anatomical 
reasons,  not  to  be  expected. 

(2)  Divided  nerves  are  regenerated  by  means  of  a  prolifera- 
tion from  the  proximal  stump.  This  was  established  by  experi- 
ments on  animals,  and  has  been  confirmed  by  clinical  observation, 
which  shows  beyond  all  doubt  that  the  proximal  end  of  a  divided 
nerve  is  regenerated  earlier  and  more  completely  than  the  distal 
end. 

(3)  The  return  of  sensation  is  of  no  value  in  the  diagnosis  of 
nerve  regeneration.  The  symptoms  indicating  its  occurrence 
are — (a)  active  muscular  contraction  ;  (b)  disappearance  of 
atrophy,  especially  of  muscular  atrophies  ;  (c)  slow  appearance 
of  this  improvement ;  (c?)  the  return  of  faradic  excitability  in 
muscles  previously  paralyzed.  The  galvanic  current  is  not  of 
much  importance  in  the  diagnosis  of  nerve  regeneration. 
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(4)  Spontaneous  union  of  divided  nerves  in  the  extremities  is 
extremely  rare.  In  high  injuries  of  nerves,  the  prognosis  is  un- 
favorable in  spite  of  nerve  sutures. 

(5)  Regeneration  of  nerves  is  prevented  by  the  extensive 
formation  of  cicatricial  tissue. 

(6)  Nerve  suturing  is  not  only  a  justifiable  operation,  but  in 
every  traumatic  case  of  nerve  section  it  is  the  duty  of  the  sur- 
geon to  adopt  it. 

(7)  The  essentials  of  success  are— absolute  antisepsis,  com- 
plete hsemostasis,  avoidance  of  irritation.  If  after  nerve  injuries 
a  congested  condition  of  the  limb  results,  it  should  be  elevated 
and  massage  employed  as  soon  as  the  wound  is  healed.  Direct 
galvanization  of  the  nerve  scar  should  be  employed,  as  well  as 
massage,  soon  after  cicatrization  in  order  to  diminish  the  scar. 

(8)  It  is  not  proven  that  electric  treatment  of  the  organs 
supplied  by  the  cut  nerves  either  limits  the  atrophy  or  favors 
nerve  regeneration.  Massage  and  passive  gymnastics  constitute 
the  rational  treatment  for  peripheral  paralysis. 

(9)  The  most  extensive  use  of  the  extremity  that  is  found 
possible  after  nerve  section  appears  to  have  a  favorable  influence 
upon  the  heaWng— (Quoted  in  American  Journal  of  the  Medical 
Sciences  for  March,  1890.) 

New  Method  of  Operating  for  the  Belief  of  Deformity  from 
Prominent  ^ars.— The  deformity  caused  by  prominent  ears  is 
very  unsightly,  especially  in  females.  This  deformity,  from 
causes  with  which  I  am  unacquainted,  is  peculiarly  common  in 
the  neighboring  United  States,  so  it  is  quite  fitting  that  an 
American  should  devise  an  operation  for  its  relief. 

Dr.  Keen  of  Philadelphia  {AyinaU  of  Surgery,  Jan.  1890) 
describes  a  case  operated  on.  The  patient  was  aged  19,  and 
the  following  operation  devised  for  his  relief  An  oval  portion 
of  skin  was  removed  from  the  posterior  surface  of  the  auricle, 
the  cartilage  being  laid  bare  by  dissection.  In  the  long  axis  of 
the  oval  excision  of  skin  a  long,  narrow  piece  of  cartilage  was 
removed,  V-shaped  on  cross-section.  Great  care  was  taken  not 
to  cut  through  the  skin  on  the  anterior  surface  of  the  ear.  On 
the  left  side  three  catgut  sutures  were  introduced  into  the  car- 
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tilage  itself,  in  addition  to  those  in  the  skin.  The  result  was 
equally  satisfactory  on  both  sides.  The  two  operations  were 
done  at  the  same  time  ;  they  were  attended  by  free  bleeding, 
which  was  easily  controlled.  The  result  obtained  was  remark- 
ably good. 

Cancer  of  the  Tongue. — Dr.  Krause  of  Halle  says  that  dur- 
ing the  period  extending  from  1875  to  1888  ninety-one  cases  of 
carcinoma  of  the  tongue  were  operated  on  at  Prof.  Volkmann's 
klinik.  Of  these,  two  died  immediately  after  operation,  these 
being  cases  of  complete  extirpation,  of  which  there  were  thirty- 
five  in  all.  The  average  duration  of  life  following  the  operation 
in  these  last-named  cases  waas  twelve  months  ;  but  one  was  ab- 
solutely free  from  recurrence  six  years  after.  Of  the  fifty-six 
cases  of  partial  extirpations,  seven  were  found  to  be  free  from 
recurrence  after  the  same  lapse  of  time.  The  most  rapid  re- 
currence in  this  class  took  place  in  eight  months.  The  micros- 
copic diagnosis  was  established  in  all  cases. 

Prof.  Volkmann,  after  trial  of  the  submental  method  of  oper- 
ating, abandoned  it.  He  likewise  rejects  preliminary  ligature 
of  the  Unguals,  as  well  as  preliminary  tracheotomy.  In  the  rela- 
tively easy  cases  the  tongue  is  brought  well  forward  and  hemor- 
rhage is  arrested  in  the  wound ;  in  more  difficult  cases  Langen- 
beck's  method  of  temporary  section  of  the  lower  jaw,  with  division 
of  the  palato-glossal  arch,  is  adopted  ;  a  drainage-tube  is  placed 
in  the  recess  of  the  tonsil.  Cases  involving  the  epiglottis  are 
rejected.  (Deutsch.  Med.  Woch.,  No.  22,  1889  ;  quoted  in 
Annals  of  Surgery,  Feb.  1890.) 

Mw  Method  of  Operating  for  Thoracic  Empyema. — Dr.  M. 
Ssubbotin  says  that  in  long-standing  cases  of  empyema,  in  which 
plastic  measures  for  recurring  obliteration  of  the  pleural  cavity 
by  collapse  of  the  chest  walls  are  indicated,  he  successfully  per- 
formed the  following  operation.  A  portion  of  the  7lh  rib  is 
resected  in  the  usual  manner,  and  the  pleural  cavity  opened  and 
thoroughly  irrigated.  This  opening  is  packed  in  order  to  prevent 
septic  infection.  A  loogitudinal  incision  is  now  made  upon  the 
external  edge  of  the  pectoralis  major  muscle  of  about  five  cen- 
timetres in  length,  by  means  of  which  the  6th,  5th  and  4th  ribs 
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are  bared  without  removing  the  periosteum  ;  from  each  of  these 
ribs  a  small  wedge  is  resected,  so  that  the  rib  becomes  movable 
at  this  point.    A  similar  longitudinal  incision  is  made  in  the 
posterior  axillary  line,  and  at  this  point  the  above-mentioned  ribs 
are  treated  in  a  similar  manner.    The  vertical  incisions  have  no 
connection  with  the  pleural  cavity,  and  are  sutured  at  once 
without  damage.    The  portion  of  the  chest  wall  lying  between 
the  longitudinal  incisions  now  sinks  in,  and,  as  the  heaUng  pro- 
cess advances,  becomes  fixed  in  this  depressed  position,  serving 
the  double  purpose  of  protecting  the  chest  cavity  and  preventing 
in  some  measure  the  scoliosis  which  occurs  so  commonly  after 
operations  for  empyrfl—(Vratch,  1888,  No.  45;  quoted  in 
Amials  of  Surgery,  Feb.  1890.) 
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Tuberculosis  of  the  Bladder. — This  affection  is  by  no  means 
so  rare  as  is  supposed,  and  is  one  of  the  frequent  causes  of  these 
obscure  diseases  of  the  bladder  which  do  not  yield  to  ordinary 
treatment.  Of  course  the  difficulty  of  diagnosis  is  often  great, 
and  other  organs,  as  the  kidney,  are  frequently  involved,  and 
thus  the  ailment  in  the  bladder  is  mask^-^.  Of  late  years  this 
disease  has  attracted  much  attention,  and  Guyon  of  Paris  has 
successfully  treated  this  affection  by  cystotomy  and  cauterization 
of  the  tubercular  ulcer. 

In  the  N.  T.  Medical  Record  for  May  3rd,  1890,  is  an  inter- 
esting paper  by  Dr.  Alex.  W.  Stein  on  "  Tuberculosis  of  the 
Bladder."  He  states  that  this  affection  is  more  frequent  in  the 
male  than  the  female.  According  to  Erns  only  one  case  out  of 
twenty-five  occurred  in  a  female.  The  immunity  of  the  bladder 
in  the  female  is  due  no  doubt  to  the  more  perfect  separation  of 
the  reproductive  and  urinary  organs.  In  the  male  the  disease 
usually  extends  by  continuity  from  the  reproductive  to  the  urinary 
organs.  All  ages  are  affected,  but  is  more  often  seen  in  middle 
life.  There  is  much  difference  of  opinion  as  to  whether  the 
bladder  is  primarily  or  secondarily  involved.  Dr.  Stein  says 
that  he  believes  micro-organisms  can  extend  to  the  bladder  from 
the  prostate  or  kidney,  but  he  is  sceptical  about  these  organisms 
extending  higher— that  is,  from  the  bladder  to  the  kidney.  Socin 
reports  cases  of  tuberculosis  of  the  urethra  and  prostate  lasting 
for  years  without  involving  the  bladder. 

Dr.  Stein  says  the  diagnosis  of  tubercular  disease  is  often 
made  with  extreme  difficulty ;  if  there  is  no  obstructive  disease 
of  the  urinary  outlet,  no  renal  derangement  or  other  exciting 
cause  for  the  vesical  irritability  or  haematuria,  and  other  organs 
are  affected  with  tubercle  (the  lungs,  testes,  etc.),  then  there  is 
strong  presumptive  evidence  that  we  have  a  case  of  tubercular 
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cystitis.  Absence  of  bacilli  is  not  convincing  proof  of  the  non- 
existence of  the  disease.  The  progress  of  the  disease  is  very 
slow,  sometimes  lasting  for  fifteen  or  twenty  years,  and  may 
often  be  latent,  extensive  disease  occurring  without  any  symp- 
toms referable  to  the  bladder  at  all.  Again,  we  may  have 
disease  of  the  kidneys  and  no  disease  of  the  bladder,  and  yet 
vesical  irritability  is  the  most  prominent  symptom. 

As  a  rule,  when  the  lesions  are  in  the  neck  of  the  bladder, 
the  pain  is  acute  and  lancinating,  and  referred  to  the  glans  penis 
at  the  end  of  micturition  ;  frequent  and  painful  micturition  or  a 
sense  of  discomfort  attending  the  act  are  symptoms  seen  sooner 
or  later  in  these  cases.  In  some  cases  there  may  be  incontinence, 
in  others  spasms  are  noticed  with  sudden  stoppage  of  the  stream. 
This  may  lead  to  retention  of  urine  from  spasmodic  contraction 
of  the  sphincter.    Tuberculosis  involving  the  orifice  of  one  of  the 
ureters  may  cause  obstruction  sufficient  to  produce  dilatation  of 
the  ureter  and  hydronephrosis  of  that  side.    The  urine  is  at  first 
acid  and  cloudy,  the  turbidity  being  due  to  mucus  and  pus  ;  it 
may  become  ammoniacal  and  decidedly  viscid,  shreds  of  tissue 
and  blood  corpuscles  are  seen,  etc.    The  ulceration  may  be 
coated  over  with  phosphates  and  give  the  idea  of  calculus. 
Hsematuria  is  a  prominent  symptom,  and  may  be  an  initial  symp- 
tom, before  even  frequent  micturition.    Still,  again,  it  may  be 
absent  during  the  whole  course  of  the  disease.    The  blood  is 
seen  at  the  end  of  micturition,  and  is  usually  but  a  few  drops  ; 
coagulse  are  rarely  passed.    It  may  disappear  and  reappear. 
All  the  symptoms  of  tubercular  disease  of  the  bladder  are  sub- 
ject to  exacerbations  before  softening  and  ulceration  takes  place, 
and  bladder  irritability  is  not  a  prominent  symptom,  but  as  soon 
as  ulceration  begins,  rapid  destruction  of  the  mucous  surface 
takes  place  and  the  symptoms  become  well  pronounced. 

For  treatment.  Dr.  Stein  says  irrigation  of  the  bladder  can 
only  wash  out  the  products  of  inflammation  and  thus  retard  the 
progress  of  the  case  ;  instruments  irritate.  In  fact  there  is  but 
little  to  be  done  in  these  cases  except  to  perform  perineal  section 
or  suprapubic  cystotomy,  so  as  to  give  the  bladder  as  little  to  do 
jas  possible.    The  results  of  pperqitive  interference  have  not  been 
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very  encouraging,  the  disease  returning  after  a  few  months. 
Guyon  and  Reverdin  curette  and  cauterize  the  bladder,  whilst 
Bardenheuer  and  Shatz  excise  the  entire  mucous  membrane. 

Prof.  Gujon  of  Paris,  at  the  last  French  Surgical  Congress 
(1889),  (Annals  des  Mai.  des  Voies  Urin.,  Nov.  1889,)  gave 
the  latest  account  of  his  operations  performed  for  tubercle  of  the 
bladder  in  four  cases.    His  method  is  to  open  the  bladder  above 
the  pubes,  to  explore  carefully,  and  to  remove  the  tubercular 
patches  in  the  mucous  membrane  by  scraping  and  cautery.  One 
patient,  aged  24,  operated  on  in  July  1885,  was  well  in  August 
1889,  and  had  gained  flesh  and  strength.    Another,  a  male, 
died  two  years  after  operation,  the  operation  not  affording  relief 
and  leaving  a  vesical  fistula  behind ;  at  the  autopsy  both  kidneys 
were  the  seat  of  tuberculous  disease.    The  third  case,  with 
symptoms  of  seven  months'  duration,  was  operated  on  in  March 
1888  ;  patient  had  disease  of  right  kidney  ;  urinated  as  many 
as  many  as  one  hundred  times  a  night ;  patient  improved  until 
the  other  kidney  became  affected,  and  died  in  February  1889  ; 
autopsy  showed  both  kidneys  tuberculous,  the  right  completely 
obliterated  and  destroyed,  and  a  number  of  tuberculous  nodules 
were  found  in  the  mucous  membrane  of  the  bladder.    In  the 
fourth  case,  a  male  aged  34,  cystotomy  was  performed  in  Dec. 
1884  for  tubercular  cystitis,  and  patient  died  March  25th,  1885  ; 
the  whole  posterior  surface  of  the  bladder  showed  ulcerations 
and  granulations.    The  results  in  these  cases  were  not  very 
encouraging,  except  where  the  disease  is  early  and  primarily 
affects  the  bladder.  This  condition  of  the  bladder  is  not  easy  to 
diagnose  without  exploratory  incision. 

Dr.  James  Bell  recently  had  a  successful  case  of  operation  for 
tubercular  ulcer  of  the  bladder  at  the  Montreal  General  Hospi- 
tal,  and  several  months  have  now  passed  without  recurrence. 
In  my  opinion  the  future  of  this  operation  is  not  brilliant,  chiefly 
because  when  the  bladder  is  diseased  in  the  large  majority  of 
cases  some  other  part  of  the  genito-urinary  apparatus  is  also 
affected. 

At  a  meeting  of  the  Clinical  Society  of  London,  held  April 
26th,  1890,  Mr.  W.  H.  Battle  read  a  paper  on  Tubercular 
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Ulceration  of  the  Bladder,  in  which  suprapubic  cystotomy  and 
scraping  were  done  {Lancet,  May  3rd,  1890)  and  recovery  re- 
sulted.   The  patient  was  a  single  girl  aged  20  ;  she  had  a 
maternal  history  of  phthisis.    For  ten  months  she  had  some  in- 
creased frequency  of  micturition,  with  some  pain  before  the  act, 
the  urine  had  been  thick  and  at  times  had  contained  blood.  On 
admission  to  the  Royal  Free  Hospital  she  was  obliged  to  pass 
urine  every  hour  and  a  half,  and  there  was  a  feeling  of  fulness 
and  aching  pain,  which  emptying  the  bladder  relieved  ;  urine 
alkaline,  specific  gravity  1015,  and  contained  many  pus  and 
epithelial  cells.    Five  days  after  admission  the  urethra  was 
dilated  and  an  ulcerated  surface  of  considerable  extent  felt  at 
the  base  of  the  bladder  and  posteriorly,  while  on  the  right  side 
was  a  pouch.    The  surface  of  the  ulcerated  patch  was  soft  and 
vascular,  with  a  well  defined  mucous  margin.  Various  solutions 
were  used  without  improvement.    On  April  3rd,  after  cysto- 
scopic  examination  had  demonstrated  that  the  ulceration  was  as 
extensive  as  at  first,  the  parts  were  scraped  with  the  finger- 
nail and  Volkmann's  spoon,  and  later  an  emulsion  of  iodoform 
was  used  after  micturition  and  a  couple  of  drachms  of  the  emul- 
sion left  in  the  bladder.  Other  injections  were  also  used  without 
benefit,  so  on  July  29th  suprapubic  cystotomy  was  performed  ; 
the  ulcerated  surface  was  well  exposed  and  scraped  with  a  sharp 
spoon,  and  afterwards  daubed  over  with  a  solution  of  zinc  chloride 
thirty  grains  to  the  ounce.    A  catheter  was  passed  mto  the 
bladder  and  a  drainage-tube  into  the  wound.    The  dramage- 
tube  was  removed  August  3rd  and  the  catheter  removed  on  the 
10th.    She  was  about  on  August  31st,  and  discharged  from 
hospital  Sept.  20th.    She  was  seen  again  April  8th,  1890,  and 
was  then  in  good  health,  having  been  able  to  work  smce  leavmg 
the  hospital.    She  could  retain  her  urine  for  three  hours,  but 
had  to  get  up  several  times  during  the  night. 

Examination  of  the  tissue  removed  at  the  operation  showed 
some  caseous  tuberculous  deposit,  but  no  bacilli  were  found 
nor  could  any  be  discovered  in  the  urine.     Mr  Battle  thought 
the  case  one  of  primary  disease  of  the  bladder.    The  paper 
closed  by  reviewing  the  work  of  Guyon,  Reverdin  and  others  in 
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the  same  field.  In  the  discussion  which  followed,  Mr.  Heath 
stated  that  he  had  treated  a  large  number  of  cases  of  ulceration 
of  the  bladder  successfully  in  women  by  applying  strong  solutions 
of  nitrate  of  silver  to  the  raw  surface  per  uretliram.  Mr.  Hurry 
Fenwick  doubted  the  cori-ectness  of  the  diagnosis.  He  said 
there  were  two  distinct  foms  of  ulceration — the  tubercular  and 
scrofulous.  The  former  often  led  to  a  fatal  termination  within 
three  years  ;  the  latter,  which  was  solitary,  remained  for  months 
and  years.  He  thought  the  treatment  adopted  too  severe  and 
that  everything  necessary  could  have  been  done  through  the 
urethra.  He  had  found  a  five  per  cent,  solution  of  lactic  acid 
directly  applied  to  the  ulcer  followed  by  much  benefit,  and  he 
had  used  the  same  substance  as  an  injection  in  the  strength  of 
one  per  cent.  He  exhibited  a  table  of  fifty  cases  of  vesical 
ulceration  which  he  had  had  under  treatment.  Mr.  R.  Johnson 
spoke  favorably  of  treatment  by  injection  of  iodoform  emulsion 
as  used  by  Mr.  Berkeley  Hill— (iodoform  2  parts,  mucilage  4 
parts,  glycerine  2  parts,  water  20  parts). 

Prolapse  of  the  Rectum.— Dr.  J.  B.  Roberts  of  Philadelphia 
describes  (Annals  of  Surgery,  April  1890)  a  Mw  Operation 
for  the  Belief  of  Complete  Prolapse  of  the  Rectum,  and  reports 
a  case.  The  steps  of  the  operation  are  as  follows  :  A  small  in- 
cision is  made  in  the  middle  line  near  the  apex  of  the  coccyx, 
the  finger  introduced,  and  the  cellular  connections  behind  the 
rectum  broken  down.  The  sphincter  muscle  is  then  divided  in 
two  places  by  incisions  situated  each  about  half  an  inch  away 
from  the  posterior  median  line.  By  carrying  these  incisions 
obliquely  backwards  through  the  skin  until  they  meet  at  the 
original  incision  near  the  tip  of  the  coccyx,  a  triangular  portion 
of  tissue,  having  as  its  base  about  one  inch  of  the  anal  sphincter, 
IS  cut  out,  and  with  scissors  a  long  triangular  piece  is  cut  out  of 
the  posterior  wall  of  the  rectum,  the  apex  of  the  triangle  being 
situated  some  three  inches  up  the  gut,  whilst  the  base  corres- 
ponds with  the  space  between  the  two  incisions  and  the  sphincter. 
Hemorrhage  having  been  controlled,  the  incised  walls  of  the 
rectum  are  brought  together  with  chromicised  catgut  sutures. 
The  divided  ends  of  the  anal  sphincter  are  now  brought  together 
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by  two  catgut  sutures  and  one  wire  shotted  suture.  The  anal 
aperture  is  thus  reduced  so  that  it  is  barely  possible  to  introduce 
the  tip  of  one's  finger.  A  drainage  tube  of  rubber  is  then  intro- 
duced into  the  space  between  the  rectum  and  the  coccyx  and 
the  original  incision  closed  by  numerous  shotted  wire  sutures 
carried  deeply  down  into  the  tissues. 

In  the  case  reported  there  was  considerable  suppuration, 
which  rather  interfered  with  proper  healing,  but  the  patient 
could  go  up  and  down  stairs  without  any  tendency  to  prolapse 
of  the  rectum. 

Mr.  Frederick  Treves  contributes  an  interesting  paper  on  the 
"  Treatment  of  Prolapse  of  the  Rectum  by  Excision,''  with  a 
report  of  three  cases  in  which  the  operation  recommended  by 
him  was  carried  out.  {Lancet,  Feb.  22nd,  1890.)  After  des- 
cribing the  various  causes  of  prolapse  which  is  especially  common 
in  children,  he  says  the  majority  of  cases  yields  to  simple  mea- 
sures, as  rest,  removal  of  cause  of  trouble,  improvement  of  the 
general  health,  regulation  of  the  bowels,  and  the  use  of  astrin- 
gent applications.    When  these  fail,  other  methods  of  treatment 

are  in  vogue,  as — 

(1)  Subcutaneous  injections  into  the  ischio-rectal  fossa  of 

ergot,  nux  vomica,  carbolic  acid,  etc. 

(2)  The  apphcation  of  nitric  acid,  a  method  entirely  con- 
demned by  Mr.  Treves,  and  which  is  spoken  of  as  "  little  less 
than  barbarous,"  although  recommended  in  most  text-books  and 
frequently  carried  out  with  success. 

(3)  The  application  of  the  actual  cautery  to  the  mucus  mem- 
brane of  the  prolapse  or  the  removal  of  linear  folds  of  that  mem- 
brane by  clamp  and  cautery.  This  method  is  also  condemned 
by  Mr  Treves,  who  looks  upon  all  the  methods  above  described 
as  "  clumsy,  uncouth,  uncertain,  and  unsafe,"  and  therefore  not 
to  be  practised  by  modern  surgeons.  He  also  says  that  the 
method  of  excision  is  simple,  final,  and  not  painful,  and  oflFers 
the  best  claims  of  being  a  "  radical  cure."  The  operation  re- 
commended by  him  is  performed  as  follows  :  The  rectum  having 
been  well  emptied  by  an  aperient,  followed  by  an  enema  the 
patient  was  anesthetized  and  placed  in  the  hthotomy  position. 
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Clover's  crutch  was  employed  and  the  buttocks  raised.  The 
mucous  membrane  within  the  lumen  of  the  prolapse  was  seized 
at  some  height  above  the  aperture  of  the  bowel  with  tongue 
forceps  and  pulled  down  ;  three  pairs  of  such  forceps  were  em- 
ployed, and  were  applied  at  different  points  on  the  rectal  wall. 
When  it  was  evident  that  the  whole  relaxed  mucous  membrane 
was  entirely  drawn  down,  the  forceps  were  allowed  to  remain 
attached.    They  served  to  indicate  the  real  apex  of  the  pro- 
trusion and  to  allow  a  hold  to  be  taken  of  the  part,  while  this 
weight  prevented  any  great  recesssion  of  the  everted  mucous 
membrane.    A  circular  cut  was  now  made  around  the  base  of 
the  prolapse  at  the  exact  spot  where  the  skin  joined  the  mucous 
membrane  ;  the  incision  involved  the  mucous  membrane  only. 
This  was  next  dissected  olf,  turning  the  whole  of  it  down  like  a 
cuff;  it  was  dissected  entirely  with  scissors  and  forceps.  When 
separation  was  complete  the  prolapse  had  an  hour-glass  shape, 
the  waist  of  the  hour-glass  corresponding  to  the  site  of  the  apex 
of  the  protrusion.    There  was  no  bleeding.    The  external  anal 
sphincter,  hypertrophied,  was  now  exposed,  and  within  it  the  in- 
ternal sphincter  could  be  defined.    The  left  forefinger  was  now 
introduced  into  the  lumen  of  the  prolapse,  and  it  was  ascertained 
that  the  prolapse  consisted  of  mucous  membrane  only.  This 
layer  of  mucous  membrane  was  next  divided  at  a  level  with  the 
anus  by  scissors  ;  as  each  cut  was  made  the  parts  were  seized 
with  pressure  forceps  and  so  all  bleeding  was  immediately 
arrested.    After  all  bleeding  was  controlled,  the  mucous  mem- 
brane was  attached  to  the  skin  at  the  margin  of  the  anus  with 
sutures  of  silkworm  gut,  then  dressed  with  iodoform  or  wool. 
In  his  first  case  he  was  tempted  to  excise  a  portion  of  the  ex- 
ternal sphincter  in  order  to  lessen  the  size  of  the  anus  ;  one  inch 
of  the  muscle  was  removed  and  the  divided  ends  brought  together 
with  catgut  stitches.    Mr.  Treves  now  thinks  this  proceeding 
unnecessary,  and  gives  rise  to  some  pain  and  much  tenesmus. 

Operative  Treatment  of  Cancer  of  the  Rectum.— In  the 
Annals  of  Surgery  for  March,  1890,  is  an  interesting  resum^ 
of  the  present  views  on  the  operative  treatment  of  rectal  cancer 
and  of  which  a  short  account  is  given  below. 
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M.  Routhier  (^Bull.  et  Mem.  de  la  Soc.  CJiirurgie  de  Parish 
reports  a  case  in  which  he  successfully  removed  four  inches  of 
the  rectum  which  was  the  seat  of  an  annular  carcinoma.  The 
lower  border  of  the  growth  was  four  inches  above  the  external 
sphincter.  The  patient  was  a  woman  aged  29.  The  method  of 
operating  was  by  the  posterior  or  sacral  method.  The  coccyx 
was  removed  and  the  lower  angle  of  the  sacrum.  The  rectum 
was  easily  separated  from  the  sacrum,  but  the  separation  from 
the  vaginal  wall  was  more  difficult ;  in  fact,  the  peritoneal  cul- 
de-sac  was  opened  and  afterwards  sutured.  The  cancerous  por- 
tion of  the  rectum  was  removed  and  then  the  two  cut  ends  of  the 
rectum  sewn  together.  The  wound  was  stuffed  with  iodoform 
gauze.  The  case  did  remarkably  well.  The  bowels  moved  on 
the  seventh  day,  the  sphincter  acting  perfectly. 

Statistics  of  excision  of  the  rectum  have  been  given  by  various 
men.    Frank,  in  the  Dublin  Journal  of  the  Medical  Sciences, 
vol.  Ixxxiii,  gives  a  mortality  of  30  per  cent,  done  by  the  older 
surgeons.    Gross,  in  his  System  of  Surgery,  gives  a  mortality 
of  20  per  cent,  in  a  total  of  193  cases  ;  Ball,  in  175  cases,  a 
mortahty  of  16  per  cent.  ;  and  Cripps  puts  it  at  17  per  cent,  in 
76  cases.    There  is  much  in  the  proper  selection  of  cases. 
Czerny,  out  of  4)  cases,  considered  only  25  fit  subjects  for 
operation,  and  of  these  only  one  died.    Koenig,  at  the  German 
Surgical  Congress  of  1888,  had  op-^rated  on  50  patients  with  a 
mortality  of  10  per  cent ;  18  per  cent,  had  no  return  m  four 
years,  and  10  per  cent,  no  return  in  three  years.  Bardenheuer 
lowered  the  mortality  to  5  per  cent.,  and  mentions  three  cases 
(women)  which  remained  cured  after  a  lapse  of  six,  seven  and 

eight  years.  ^ 

The  great  objection  to  the  circular  amputation  is  the  removal 
of  the  sphincter  ani.  Now  all  operators  cut  the  rectum  across, 
above  and  below  the  growth,  as  far  as  possible  from  it.  Kraske 
and  many  others  slit  the  posterior  wall  of  the  rectum  down  to 
the  sphincter  before  making  the  transverse  cut  below  the  cancer. 
Kraske  has  abandoned  the  complete  circular  suture,  and  in  order 
to  prevent  the  escape  of  faeces  into  the  abdominal  cavity  provides 
an  artificial  anus  at  the  line  of  suture.    Others  (Heinede  and 
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Hochenegg)  go  further  and  suture  the  upper  cut  end  of  the 
intestine  to  the  cutaneous  borders  of  the  sacral  incision,  reserving 
the  closure  of  the  artificial  anus  for  a  later  operation.  Schede, 
again,  makes  a  complete  suture  and  then  establishes  a  temporary 
artificial  anus  in  the  inguinal  region.  All  surgeons  leave  the 
sacral  wound  open  and  stuff  it  with  iodoform  gauze. 

With  regard  to  the  peritoneum,  Kraske  proposes  a  deliberate 
opening  of  the  peritoneum  to  facilitate  the  pulling  down  of  the 
intestine.  Bardenheuer  strips  the  peritoneum  from  the  intestine. 
Most  operators  deliberately  open  the  peritoneum  and  tampon  it 
during  the  rest  of  the  operation  with  iodoform  gauze.  Some  do 
not  close  the  peritoneal  wound  and  others  close  it  only  partially, 
leaving  a  drain  in  the  opening.  The  abdominal  cavity  is  closed 
by  a  few  operators,  the  parietal  peritoneum  being  sutured  to  the 
serous  covering  of  the  bowel. 

Dr.  R.  Stierlin  (Brunts  Beitrage  zur  Klin.  Chirurgie,  1889, 
Bd.  v.,  Hft.  3),  in  an  article  on  this  subject,  after  giving  the 
history  and  statistics  of  the  operation,  says  the  operation  is  indi- 
cated in  different  types  of  cases. 

(1)  In  cancroid  of  anal  portion,  the  diseased  tissues  should 
be  excised  and  the  healthy  mucous  membrane  sutured. 

(2)  In  carcinoma  extending  circularly  upwards  from  the  anus, 
but  easily  definable,  Lisfranc's  method  of  amputation  should  be 
practised,  with,  if  necessary,  a  posterior  incision  of  the  rectum. 
Continence  is  fairly  satisfactory  without  a  pad,  and  hence  this 
method  is  to  be  preferred  to  the  sacral  method  of  Hochenegg. 

(3)  For  neoplasms  beginning  considerably  above  the  anus  and 
extending  circularly  upwards,  Kraske's  operation  is  indicated, 
the  sphincter  is  saved  and  incision  of  the  posterior  wall  avoided. 

(4)  For  very  high-seated  carcinoma,  the  sacral  method  is  the 
only  one  possible. 

(5)  For  hmited  tumors  of  the  rectal  wall,  when  near  the  anus, 
Simon's  forcible  dilatation  will  usually  make  them  accessible. 
When  exposed,  an  ellipse  transverse,  if  possible,  is  excised,  the 
edges  sutured,  and  the  wound  drained. 

Before  operation  the  intestines  should  be  thoroughly  and  com- 
pletely emptied.    Fluid  diet  for  eight  to  ten  days,  laxatives,  in- 
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jections  of  water  and  harmless  antiseptics  by  means  of  a  tube 
carried  well  up  the  bowel.    The  bladder  should  be  emptied  im- 
mediately before  operation,    For  primary  disinfection  of  the 
wound,  sublimate  (1-2000)  and  iodoform  have  proven  the  best. 
The  drainage  must  be  thorough  ;  strips  of  iodoform  gauze  alone 
or  an  unperforated  tube  wrapped  in  the  same  are  the  best.  The 
parts  should  be  cleansed  once  or  twice  daily  with  a  weak  subli- 
mate lotion.    Opiates  are  given  at  first ;  later,  laxatives.  As 
soon  as  the  drain  and  sutures  are  removed,  and  the  wound  is 
granulating,  the  patient  is  bathed  once  or  twice  a  day.  The 
dressing  consists  of  sublimate  wool  and  wool  cushions  retained 
by  a  T  bandage.    The  peritoneum  was  injured  and  immediately 
sutured  without  bad  result.    Suture  of  the  cut  ends  of  the  gut 
in  the  operation  by  the  sacral  method  is  necessary.  In  complete 
circular  suture  it  is  as  well  to  pass  a  large  drain  up  the  rectum 
beyond  the  sutured  spot  to  avoid  fgecal  stasis.    In  the  ordinary 
operation  the  patient  should  be  in  the  lithotomy  position  ;  in  the 
sacral  operation,  on  the  side.    Dr.  Stierlin's  mortality  in  22 
cases  of  radical  operation  was  two— one  from  delirium  tremens 
and  one  from  retro-peritoneal  phlegmon.    As  a  palliative  method 
he  prefers  intra-peritoneal  colotomy  to  scraping,  cauterization  or 
linear  rectotomy.    With  regard  to  the  after  results,  six  of  his 
cases  are  alive  after  one  to  four  years  without  recurrence,  two 
are  alive  with  recurrence,  and  eight  have  died.    He  considers 
that  cases  which  have  remained  free  from  recurrence  after  three 
years  may  be  regarded  as  definitely  cured. 

At  the  last  annual  meeting  (1889)  of  the  British  Medical 
Association,  held  in  Leeds,  a  most  interesting  discussion  on 
Cancer  of  the  Rectum  took  place.  The  discussion  was  opened 
by  Mr.  Jessop  of  Leeds.  He  divided  the  operative  measures 
into  radical  and  palliative.  Proctectomy  or  excision  of  the 
rectum  he  placed  among  the  established  surgical  procedures, 
and  reported  seven  cases  with  one  death.  Of  the  six  favorable 
cases,  in  three  the  disease  was  in  the  posterior  or  lateral  wall  of 
the  rectum,  above  the  sphincter,  and  entirely  within  reach  of  the 
finger  ;  these  three  patients  are  alive,  two  after  21  and  17 
months,  and  in  one  there  was  recurrence  in  seven  months.  In 
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a  fourth  case  there  was  no  return  of  the  disease  at  the  end  of 
13  months.  In  the  two  others  the  disease  was  high  up,  but  the 
disease  was  removed  without  much  difficulty  ;  in  one  case  the 
peritoneal  cavity  was  opened,  but  no  sutures  were  introduced, 
and  free  drainage  used  with  good  result.  In  these  cases  there 
has  been  no  return  in  20  and  26  weeks  respectively.  In  the 
cases  where  no  sutures  were  used  the  result  was  quite  as  good 
as  where  they  were  used.  He  washed  the  rectum  out  every 
eight  hours  for  several  days. 

Mr.  Jessop  had  performed  colotomy  (Inmbar)  103  times.  He 
was  of  opinion  that  in  cancers  high  up  colotomy  should  be  per- 
formed as  soon  as  obstruction  appears.  The  average  duration  of 
life  after  colotomy  was  22|  months ;  when  the  operation  was  not 
performed,  the  average  duration  of  life  was  17  months.  Com- 
plete relief  of  pain  and  distress  is  never  obtained,  but  the  con- 
tinuous pain  is  lessened  in  severity  and  the  almost  constant  desire 
to  evacuate  the  bowels  disappears  in  some  and  is  diminished  in 
others. 

Marsh  and  Banks  advocated  a  preliminary  colotomy  in  all 
cases  where  excision  of  the  rectum  was  undertaken.  In  colotomy 
Mr.  Banks  completely  divides  the  colon  and  stitches  the  upper 
end  of  the  gut  into  the  wound. 

Mr.  H.  Cripps  said  that  excision  was  only  applicable  to  a 
small  proportion  of  cases  (about  20  per  cent.),  and  should  not 
be  undertaken  if  the  upper  limit  of  the  growth  is  beyond  the 
reach  of  the  finger,  or  if  it  has  extended  to  other  organs.  Of 
30  cases  operated  on  he  had  two  deaths — one  from  erysipelas 
and  one  from  exhaustion.  The  duration  in  the  28  cases  that 
recovered  was  as  follows  :  In  six,  no  after  history ;  ten,  recur- 
rence within  a  year ;  four,  recurrence  between  the  first  and  third 
years  ;  one  died  without  recurrence  a  year  after  operation  ;  one 
no  recurrence  after  eighteen  months,  and  one  no  recurrence  at 
end  of  three  months  ;  one,  two  years,  one,  three  years,  one,  four 
years,  and  one  no  recurrence  after  nine  years.  Mr.  Cripps  operates 
with  patient  in  the  lithotomy  position  and  buttocks  raised.  A 
sharp-pointed,  curved  bistoury  is  passed  up  the  bowel  and  then 
by  transfixion  is  made  to  protrude  through  the  skin  on  a  level 
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with  the  side  of  the  coccyx,  the  whole  of  the  intervening  tissues 
being  cut  through.  A  crescentic  incision  is  now  made,  extending 
from  the  margin  of  the  first  cut  to  a  point  in  the  middle  line  in 
front.  This  cut  should  extend  well  into  the  fat  of  the  ischio- 
rectal fossa,  and,  if  the  disease  is  not  too  low  down,  should  go 
through  the  mucous  membrane  so  as  not  to  interfere  with  the 
skin  at  the  anal  margin.  Dissection  is  now  carried  upwards  to 
a  point  well  beyond  the  disease,  and  the  same  is  done  on  the 
opposite  side.  A  sound  in  the  bladder  of  the  male  will  greatly 
assist.  The  bowel  is  then  cut  across  and  not  sutured.  The 
wound  is  packed  for  thirty-six  hours,  and  after  the  second  week 
bougies  are  passed  regularly.  Mr.  Cripps  reported  14  cases  of 
lumbar  and  26  cases  of  inguinal  colotomy  with  only  one  death. 

Mr.  Allingham  said  that  excision  was  justifiable  only  in  those 
cases  where  there  was  a  small  annular  growth  freely  movable, 
and  only  when  this  starts  two  inches  up  the  rectum,  and  where 
the  upper  limit  of  the  growth  can  be  easily  felt.    His  method 
of  excision,  which  he  claims  can  be  accomplished  in  15  mmutes, 
is  as  follows  :  Lithotomy  position  ;  left  forefinger  m  rectum.  A 
straight  bistoury  is  introduced  half  an  inch  behind  the  rectum, 
keeping  outside  the  rectum  to  a  depth  of  three  inches,  and  the 
cut  made  to  the  coccyx.    Next  the  rectum  is  divided  m  the 
whole  of  its  circumference  between  the  sphincters,  then  with 
scissors  the  tissues  on  either  side  of  the  bowel  are  divided  and 
a  careful  dissection  is  made  along  the  anterior  wall  up  to  a  point 
beyond  the  disease,  when  the  rectum  is  cut  across. 

Mr  McGill  had  substituted  colectomy  for  colotomy  in  the 
lumbar  region.  In  two  cases  in  which  he  did  colectomy  death 
resulted  from  a  gangrenous  condition  developing  as  a  result  ot 
retained  f^ces  in  the  lower  portion  of  the  bowel.  He  would 
therefore  not  recommend  the  operation  unless  this  upper  end  ot 
the  lower  portion  was  left  open  in  the  wound 

Dr  Charles  Kelsey,  in  a  clinical  lecture      7.  Med.  Journal 
Mav  3rd,  1890)  describes  his  method  of  operating  for  cancer  ot 
the  rectum.    The  patient  is  placed  in  the  lithotomy  position, 
with  buttocks  well  raised.  After  dilating  the  sphincter  and  intro- 
ducing a  sound  into  the  bladder  for  a  guide,  an  mcision  is  made 
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through  the  anus  in  the  median  line  behind,  down  to  the  tip  ot 
the  coccyx.  The  left  index  finger  is  now  placed  in  the  gut  and 
a  bistoury  is  introduced  behind  the  growth  and  pushed  along  the 
cellular  tissue  outside  the  bowel  until  its  point  is  fully  half  an 
inch  beyond  the  disease.  The  first  incision  is  made  to  extend 
to  this  depth,  and  is  tightly  packed  with  sponges,  no  time  being 
lost  in  tying  vessels.  Next,  with  a  pair  of  straight,  blunt-pointed, 
long  scissors  the  rectum  is  cut  through  completely  by  a  circular 
incision  half  an  inch  below  the  growth  and  between  it  and  the 
sphincters.  Then  with  the  finger  as  a  guide  still  in  the  diseased 
bowel,  the  cellular  tissue  of  the  ischio-rectal  fossa  and  the  levator 
ani  is  boldly  cut  into,  first  on  the  right,  then  on  the  left  side, 
until  the  bowel  has  been  completely  separated  from  its  attach- 
ments on  all  sides,  except  anteriorly,  and  to  a  point  at  least  half 
an  inch  above  the  disease.  This  takes  very  little  time,  and  as 
fast  as  the  incision  is  made  it  is  packed  tightly  with  sponges. 
The  next  step  is  a  careful  dissection  of  the  rectum  from  its 
anterior  attachments,  and  this  may  take  some  time  if  the  disease 
has  involved  the  base  of  the  bladder  and  deep  urethra.  After 
the  rectum  is  dissected  anteriorly  above  the  limit  of  the  disease 
it  is  cut  off  cylindrically  and  removed.  The  sponges  are  now 
removed  and  the  bleeding  points  secured.  The  upper  end  of 
the  bowel  is  now  sutured  to  the  lower  as  closely  as  possible,  but 
nothing  in  the  way  of  complete  apposition  or  suturing  is  attempted 
and  the  wound  is  intended  to  heal  by  granulation.  Three  deep 
silver  wire  sutures  are  then  put  in  the  posterior  incision  and  left 
without  tightening  until  the  end  of  the  first  week,  so  that  there 
may  be  perfect  drainage.  The  wound  is  irrigated  with  sublimate 
solution,  packed  with  charpie,  and  dusted  with  iodoform.  A 
drainage  tube  is  placed  on  each  side  of  the  rectum.  This  opera- 
tion can  be  performed  in  from  fifteen  to  twenty  minutes. 

Radical  Cure  of  Hernia. — Dr.  D.  Hayes  Agnew  says  {Uni. 
versity  Medical  Magazine,  April,  1890)  that  he  does  not  think 
present  operators  should  commit  themselves  to  present  plans 
until  both  in  time  and  in  number  the  necessary  data  for  the  ex- 
pression of  an  authoritative  opinion  have  accumulated.  Dr.  Agnew 
saySjwith  the  caution  gained  from  years  of  experience  and  observa- 


34 


tion,  that  "  any  one  who  has  followed  the  literature  of  the  different 
surgical  processes  for  the  radical  cure  of  hernia,  and  for  most  of 
which  great  success  has  been  claimed  (e  g.,  Wurtzer's  operation), 
and  then  discovers  that  all  have  fallen  into  disuse,  becomes, 
naturally,  a  little  sceptical  of  the  trustworthiness  of  surgical 
statements."  At  the  present  time  he  thinks  the  knife  is  out  on 
a  grand  revel,  and  is  too  often  used  without  due  consideration 
for  human  hfe.  His  views  as  to  the  necessity  for  operative 
measures  in  cases  of  hernia  are  as  follows  : 

(1)  The  radical  plan  should  follow  all  cases  of  strangulated 
hernia  when  it  is  necessary  to  use  the  knife. 

(2)  Cases  of  hernia  in  adults  which  cannot  be  controlled  by 
mechanical  means. 

(3)  Children  under  ten  years  of  age  who  have  rupture  are 
not  proper  subjects  for  operation  ;  such  patients  usually  recover 
after  wearing  a  truss  for  two  or  three  years. 

New  Operations  for  the  Radical  Oure  of  Hernia.— ^o^  that 
the  radical  cure  of  hernia  has  become  fashionable,  and  is  an 
operation  frequently  performed,  each  surgeon  is  devising  some 
method  which  surpasses  every  other  hitherto  employed,  so  that 
the  invention  of  a  new  operation  for  the  radical  cure  of  hernia 
is  as  common  as  was  formerly  the  invention  of  a  new  pessary, 
and  these  operations  are  called  after  the  inventor's  name.  At 
present  we  have  Macewen's,  Ball's,  Bank's,  Barker's,  Frank's, 
McBurney's,  etc.    Each  operation  is  a  perfect  success  in  the 
hands  of  the  operator,  but  others  are  not  so  successful  with  them. 
The  success  of  the  operation  is  judged,  not  by  the  number  of 
permanent  cures  (for  usually  too  short  a  time  has  elapsed  before 
the  cases  are  reported),  but  by  the  small  number  of  deaths  due 
to  the  operation.  .  . 

One  of  the  latest  operations  for  the  radical  cure  of  hernia  is 
that  devised  by  Dr.  Halstead  of  Baltimore  (Johns-Hopkins  Hosp. 
Bull,  Dec.  1889),  and  it  is  as  follows:  The  incision  begins  at 
the  external  abdominal  ring  and  ends  one  inch  or  less  to  the 
inner  side  of  the  anterior  (superior  ?)  spine  of  the  ilium  in  an 
imaginary  line  connecting  the  anterior-superior  spines  of  the  ilia. 
Throughout  the  entire  incision,  everything  superBcial  to  the 
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peritoneum  is  cut  through.    The  vas  deferens  and  its  vessels 
are  carefully  isolated  up  to  the  outer  termination  of  the  incision 
and  held  aside.    The  sac  is  opened  and  dissected  from  the  tissues 
which  envelop  it.    The  abdominal  cavity  is  closed  by  quilted 
sutures  passed  through  the  peritoneum  at  a  level  higher  by  one 
and  a  half  to  two  inches  than  that  of  the  neck  of  the  sac.  The 
vas  deferens  and  its  vessels  are  transplanted  to  the  upper  end  of 
the  wound.    Interrupted,  strong,  silk  sutures,  passed  so  as  to 
include  everything  between  the  skin  and  the  peritoneum,  are 
used  to  close  the  deeper  portion  of  the  wound,  which  is  sewed 
from  the  crest  of  the  pubes  to  the  outer  end  of  the  incision. 
The  cord  now  lies  superficial  to  these  sutures  and  emerges  through 
the  abdominal  wounds  one  inch  to  the  inner  side  of  the  anterior 
superior  spine  of  the  ilium.    The  skin  is  united  over  the  cord 
by  interrupted  sutures  of  very  fine  silk.     These  sutures  do  not 
perforate  the  skin,  and  when  tied  become  buried.    They  are 
taken  from  the  inner  side  of  the  skin  and  made  to  include  its 
deeper  layers  only,  the  layers  not  occupied  by  sebaceous  folHcles. 
Dr.  Halstead  has  treated  all  his  wounds  this  way  for  two  years. 
The  method  was  suggested  to  him  from  his  experiments  on  dogs. 
He  thinks  it  impossible  to  disinfect  the  skin  of  a  dog,  and  believes 
that  pyogenic  organisms  may  be  present  in  the  sebaceous  follicles 
of  the  skin.    In  completing  the  operation  for  hernia  he  uses  one 
or  two  small  gauze  plugs  as  wound  drains. 

Still  another  operation  has  been  suggested  by  Mr.  E.  S.  Bishop 
of  Manchester  {British  Medical  Journal,  April  14th,  1890). 
This  is  rather  a  modification  of  Macewen's  operation  than  a  new 
operation.  The  sac  is  treated  somewhat  after  the  manner  of 
Macewen.  A  long  suture  armed  at  both  ends  with  needles  is 
passed  from  below  upwards  through  each  wall  of  the  sac  in  such 
a  way  that  when  the  ends  are  pulled  upon,  the  sac  is  drawn  up, 
not  like  a  curtain,  as  in  Macewen's  operation,  but  Hke  a  purse. 
The  central  fold  formed  is  the  largest,  and  each  fold  progressively 
dimmishes  in  height  on  either  side  as  it  nears  the  external  ring. 
The  neck  of  the  sac  is  then  invaginated  on  one  side  before  the 
finger,  and  the  needle  belonging  to  the  end  of  the  thread  on 
that  side  passed  through  the  internal  ring  and  made  to  pierce 
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the  abdominal  wall  from  within  outwards.    The  same  thing  is 
done  on  the  opposite  side.    When  both  threads  are  presenting 
through  the  abdominal  muscular  structures  they  are  pulled  up, 
the  sac  being  at  the  same  time  invaginated  before 'the  finger  as 
the  threads  are  drawn  upon  ;  the  sac  is  thus  turned  inside  out 
on  its  passage  and  becomes  fixed  as  a  rounded  bow  exactly  over 
the  internal  ring.    The  ends  of  the  threads  are  then  tied  firmly 
over  the  ring.    Mr.  Bishop  says  the  whole  pad  forms,  as  it  were, 
a  bridge— a  Roman  arch— over  the  weak  place  on  the  abdominal 
wall,  of  which  bridge  the  fundus  forms  the  keystone.  The  article 
is  well  illustrated,  and  theoretically  the  procedure  seems  most 
excellent,  but,  unfortunately,  the  sac  has  not  the  consistency  of 
a  Roman  arch,  and  in  some  cases  is  composed  of  very  flimsy 
material  indeed.  However  well  the  operation  may  look  diagram- 
matically,  in  reality  it  would  not,  I  think,  come  up  to  anticipated 

expectations.  .   ,  o   •  i. 

At  a  recent  meeting  of  the  Royal  Medico-Chirurgical  Society 
of  London  iLancet,  April  12th,  1890),  Mr.  Barker  gave  the 
results  of  a  study  of  fifty  consecutive  cases  of  operation  for  the 
radical  cure  of  non-strangulated  hernise.  There  was  not  a  single 
death  True  suppuration  of  the  wound  only  occurred  m  two 
cases  There  were  no  cases  of  wound  infection  or  shock.  The 
ajres  of  the  patients  varied  from  three  months  to  seventy  years. 
In  the  discussion  which  followed,  most  of  the  speakers  advised 
against  operation  in  young  children,  and  held  that  if  properly 
treated  by  truss  the  case  tended  to  cure. 

Prof  Eduard  Bassini  of  the  University  of  Padua  reports  2b. 
cases  of  radical  cure  of  hernia  {ArcUv  fur  Klin.  Chr.,  Bd.  xl., 
Hft  2  1890)  treated  by  the  following  operation.  The  incision 
is  made  through  the  skin  and  the  canal  slit  up,  the  cord  sepa- 
rated from  the  neck  of  the  sac,  the  sac  dissected  out,  and  any 
adherent  intestines  or  omentum  separated.  The  neck  of  the 
sac  is  freed  and  ligatured  and  then  cut  off,  and  when  he  neck 
of  the  sac  is  large  it  is  tied  off  in  two  pieces.  The  cord  is  then 
ke  i  the  up  er  angle  of  the  wound  and  held  up  whilst  the 
Zoined  tendin  is  separated  from  the  aponeurosis  of  the  externa 
abdominal  oblique  and  then  sutured  by  a  continuous  suture  to 
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Poupart's  ligament,  the  cord  not  being  included,  but  is  replaced 
in  its  proper  direction  and  remains  superficial  to  this  line  of 
sutures.  Then,  finally,  the  aponeurosis  of  the  external  abdominal 
oblique  is  sutured  over  the  cord,  and  the  skin  is  brought  together 
over  all.  Drainage  is  only  used  when  the  hernia  is  large.  Of 
the  262  cases,  12  were  strangulated  and  251  non-strangulated, 
both  reducible  and  irreducible.  These  251  cases  occurred  in 
216  individuals — 10  females  and  206  males  ;  the  youngest  was 
13  months  and  the  oldest  69  years.  In  196  cases  the  hernia 
was  acquired  and  in  55  congenital.  Of  the  251  cases  of  non- 
strangulated  hernige  only  1  died,  fifteen  days  after  the  operation, 
and  after  the  wound  was  completely  healed.  The  cause  of  death 
was  pneumonia,  and  the  post-mortem  showed  that  the  wound  had 
been  aseptic  throughout  and  that  the  pneumonia  did  not  depend 
on  this  operation.  There  was  no  return  in  108  cases  in  from  four 
and  a  half  to  one  year ;  in  33  cases  from  one  year  to  six  months ; 
and  from  six  months  to  one  month,  no  return  in  98  cases.  In 
7  cases  there  was  return,  4  cases  were  lost  sight  of,  and  1  died. 
Of  these  cases,  in  108  complete  healing  took  place  in  from  nine 
to  thirteen  days,  in  66  from  fourteen  to  sixteen  days,  and  in  44 
from  seventeen  to  thirty  days.  Of  the  11  cases  of  strangulated 
hernia  he  had  to  excise  a  portion  of  omentum  in  all,  and  in  no 
case  was  the  bowel  gangrenous  ;  9  cases  rapidly  recovered,  and 
2  died — one  twenty-one  days  after  the  operation,  the  other  four 
hours  after. 

Treatment  of  Fractured  Patella. — At  a  meeting  of  the  New 
York  Academy  of  Medicine,  held  Feb'y  10th,  1890,  the  above 
subject  was  discussed,  and  a  number  of  cases  illustrating  the  re- 
sults of  treatment  by  different  methods  were  shown  by  members. 

Dr.  W.  T.  Bull  read  a  paper  on  the  Results  of  Treatment  of 
Fracture  of  the  Patella  without  Operation  (N.  Y.  Med.  Record, 
March  22nd,  1890),  and  exhibited  cases  to  illustrate  the  paper. 
He  recorded  22  cases  which  he  had  treated  during  the  last  fifteen 
years,  and  which  he  had  been  able  to  follow  ;  22  other  cases 
were  lost  sight  of.  These  22  cases  are  represented  by  nineteen 
patients,  as  three  had  fractures  on  both  sides  at  different  times. 
Six  cases  were  refractures.    Of  the  16  fractures,  he  found  an 
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excellent  result  in  14  and  a  bad  result  in  2  (87^  per  cent,  satis- 
factory). In  10  of  the  14,  flexion  and  extension  of  the  limb  was 
complete  and  strong  and  the  ligament  firm,  with  little  or  no 
atrophy  of  the  thigh,  so  they  were  classified  as  "  functionally 
perfect."    There  were  4  cases  where  flexion  or  extension  was 
imperfectly  performed,  with  a  joint  useful,  according  to  the 
patient's  statement,  for  all  the  purposes  of  his  or  her  occupation. 
In  2  cases  there  was  no  power  of  extension  at  all,  and  the  patients 
are  compelled  to  wear  supports  or  walk  with  a  cane.    In  all  the 
cases  the  treatment  was  the  same,  viz.,  plaster-of-Paris  bandages 
after  the  eff'usion  has  subsided  with  the  application  beneath  the 
splint  of  an  adhesive  plaster  strip  to  steady  the  fragments,  the 
fragments  of  the  patella  being  kept  in  apposition  by  figure-of-8 
turns  of  a  bandage.    The  bandage  is  left  on  six  weeks,  then 
removed,  and  patient  allowed  to  go  about  with  a  splint  of  leather 
to  back  of  knee.    This  latter  is  worn  for  six  weeks  and  the  thigh 
and  knee  vigorously  shampooed  and  kneaded.    At  the  end  of 
three  months  the  patient  can  bend  the  limb  but  slightly,  but 
power  of  extension  has  been  good.    In  the  discussion  which  fol- 
lowed, the  consensus  of  opinion  was  against  operative  measure?, 
and  many  cases  of  accident  and  some  deaths  were  recorded  as 
the  result  of  wiring  the  patella.  No  doubt  the  results  are  brilliant 
in  many  cases  where  no  complications  occur,  but  when  suppura- 
tion takes  place  ankylosis  of  the  knee  is  a  favorable  termination. 

Laparotomy  for  Appendicitis  in  its  Quiescent  Stage.— Dr. 
Robert  Weir,  in  an  article  on  the  above  subject  (Bledical  News, 
March  1st,  1890),  says  that  it  cannot  be  considered  as  settled 
that  surgery  is  justified  in  its  interference  by  the  removal  of  an 
appendix  when  symptoms  of  urgency  are  not  present,  notwith- 
standing the  teaching  of  Mr.  Frederick  Treves.  He  asks  that 
more  consideration  be  given  to  this  point  before  accepting  too 
hastily  the  maxim  that  the  "  ounce  of  prevention"  theory  applies 
to  an  appendix  which  has  given  rise  to  sundry  previous  attacks 
of  pain  and  perhaps  dangerous  tumefactions  in  the  liiac  region. 
He  goes  on  to  say  that  we  are  ignorant  in  a  great  measure  ot 
the  simpler  forms  of  appendical  trouble,  such  as  inflammation 
pure  and  simple,  or  associated  after  a  while  with  stenosis  of  some 
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part  of  its  canal,  and  how  often  such  a  stenosis  will  beget  trouble 
by  accumulation  of  retained  materials.  He  has  been  struck, 
when  witnessing  laparotomies  for  the  ablation  of  the  appendix  in 
its  quiescent  stage,  by  the  total  absence  in  each  case  of  any  trace 
of  peritoneal  changes  from  previous  attacks  of  pain,  many  of 
which  were  reported  to  have  been  severe.  In  most  of  the  cases 
there  was  only  stenosis  with  a  moderate  accumulation  of  mucus 
or  muco-pus  beyond  the  removed  portion.  He  has  seen  fatal 
results  follow  this  removal  in  the  quiescent  stage,  and  concludes 
that  in  any  but  exceptional  cases  (such  as  where  the  attacks  of 
recurrent  appendicitis  are  so  frequent  as  to  impair  the  patient's 
usefulness  in  life)  is  it  justifiable  to  perform  an  operation  of 
acknowledged  risk,  such  as  the  removal  of  the  appendix  when 
the  patient  is  not  suffering  from  an  attack  of  appendicitis. 

In  a  discussion  on  the  above  subject  at  a  meeting  of  the  Prac- 
titioners Society  of  New  York  (N.  7.  Med.  Record,  April  26th, 
1890),  Dr.  W.  T.  Bull,  after  reviewing  the  Hterature  on  the 
subject,  said  that  while  he  should  not,  in  the  light  of  present 
experience,  encourage  operations  after  one  attack  of  appendicitis 
without  urgent  symptoms,  he  was  unqualifiedly  in  favor  of  them 
when  attacks  frequently  occur.  Although  some  surgeons  look 
upon  the  operation  in  simple  uncomplicated  appendicitis  as  one 
of  the  easiest  and  safest  of  all  intra-abdominal  operations,  yet  in 
his  experience  it  was  not  always  so,  for  the  appendix  and  csecum 
are  often  buried  in  adhesions  and  the  dissection  was  complicated 
and  tedious.  He  mentioned  one  case  where  he  had  performed 
this  operation  in  a  lady  aged  63,  who  had  attacks  of  appendicitis 
every  three  weeks  for  four  months  ;  they  last  only  a  few  days 
and  were  accompanied  by  fever.  A  small  ileo-c^cal  tumor 
could  be  felt.  On  opening  the  peritoneum  the  appendix  was 
found  imbedded  in  a  mass  of  plastic  exudation.  He  decided  not 
to  dissect  out  the  appendix,  because  the  operation  would  have 
been  prolonged,  difficult  and  risky  on  account  of  the  extensive 
raw  surfaces  which  would  be  left  behind  in  the  peritoneal  cavity, 
so  he  closed  the  peritoneal  wound  and  left  a  drain  in  the  wound 
outside  the  cavity.  He  mentioned  several  other  similar  cases. 
Another  objection  to  the  operation  is  that  it  is  sometimes  followed 
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by  serious  ventral  hernia.  He  had  seen  half  a  dozen  cases  dur- 
ing the  winter,  and  the  victims  complained  bitterly  of  their  con- 
dition. With  this  additional  uncertainty  attached  to  the  fate  of 
the  patient,  and  with  the  traditional  uncertainty  of  the  course  of 
the  disease,  it  is  of  importance  that  we  bring  every  accessible 
fact  to  light  that  can  help  us  to  formulate  a  safe  rule  of  treatment. 

Dr.  Peabody  said  the  physician  should  decide  in  what  cases 
operation  was  necessary.  These  were  where  the  attacks  fre- 
quently recurred  and  the  danger  of  their  recurring  at  a  time 
when  surgical  aid  could  not  be  reached  if  it  were  demanded. 

Dr.  W.  H.  Draper  said  he  had  seen  a  number  of  cases  of  re- 
curring appendicitis  in  which  recovery  had  taken  place  without 
operation.  He  could  not  recall  a  fatal  case  of  peritonitis  from 
appendicitis  where  there  had  been  a  previous  attack.  In  his 
experience  the  fatal  cases  had  been  in  persons  who  had  never 
before  had  an  attack. 

Dr.  Andrew  Smith  recalled  six  cases  of  appendicitis  with  sup- 
puration, in  three  of  which  surgeons  operated  and  all  died  ;  while 
the  other  three  not  operated  on  recovered.  Of  the  six,  m  only 
one  case  was  the  disease  recurrent. 

Dr.  Geo.  F.  Shrady  related  the  case  of  a  physician  who  had 
had  four  attacks  of  appendicitis,  in  all  of  which  the  question  of 
operation  arose.    Dr.  Shrady  had  seen  the  patient  in  three 
attacks,  all  of  which  were  pronounced.     The  fourth  attack 
occurred  in  Paris,  where  the  question  of  operation  came  up. 
Each  attack  was  attended  with  all  the  severe  symptoms  indicat- 
ing the  formation  of  an  abscess— there  was  dulness,  tenderness, 
more  or  less  rigidity,  and  some  oedema  in  the  neighborhood  of 
the  caecum.    In  each  attack  the  patient  was  willing  to  take  the 
risks  of  operation,  but  in  each  case  the  symptoms  gradually  dis- 
appeared and  he  recovered.    He  asked  Dr.  Shrady,  should  he 
survive  him,  to  examine  his  appendix,  which  was  done  when 
death  occurred  some  time  subsequently  from  another  cause.  The 
appendix  was  found  perfectly  normal.  There  was  not  the  slightest 
appearance  of  any  inflammation  around  it ;  it  was  not  even 

thickened.  ^     t.-  i  u  <. 

Dr.  Partridge  said  there  was  a  class  of  cases  to  which  but 
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little  attention  had  been  paid  where  the  appendix,  when  cut 
down  upon,  would  be  found  distended,  containing,  perhaps,  a 
good  deal  of  pus,  the  cases  giving  only  a  history  of  recurrent 
pain,  showing  that  a  considerable  time  had  been  occupied  in  the 
production  of  the  pathological  changes,  and  yet  very  little  sur- 
rounding peritoneal  inflammation  or  adhesion  would  be  found  to 
have  taken  place.  These  cases,  when  recurrent,  were  highly 
dangerous.  He  concluded  by  saying  that  where  there  were 
repeated  attacks  of  local  pain  pointing  to  appendicitis,  but  with- 
out induration,  he  would  suppose  the  prognosis  grave. 

Dr.  Mitchell  Clark  and  Mr.  J.  Greig  Smith  of  Bristol  report 
(^Lancet,  May  3rd,  1890)  a  successful  case  of  removal  of  the 
appendix  during  the  quiescent  period  for  recurrent  attacks  of 
inflammation.  The  patient  was  a  girl  aged  22,  and  had  had  two 
well-marked  attacks  of  appendicitis.  At  the  operation  a  number 
of  adhesions  were  found  and  the  appendix  with  great  difficulty 
brought  to  the  surface  ;  it  was  the  size  of  one's  thumb,  thickened, 
red  and  distended.  In  it  were  found  three  orange  pips  covered 
with  mucus  and  faeces ;  it  was  tied  off,  and,  after  sewing  the 
peritoneum  over  the  stump,  returned.  Mr.  Greig  Smith  says 
the  operation  was  not  an  easy  one,  and  advises  no  one  to  attempt 
it  who  has  not  had  some  considerable  experience  in  abdominal 
surgery  and  full  confidence  in  his  sense  of  touch.  As  a  possible 
factor  in  the  decision  as  to  the  removal  during  a  quiescent  period 
this  question  of  surgical  difficulty  and  perhaps  danger  must  be 
reckoned  with.  A  few  of  the  cases  operated  upon  have  been 
easy,  and  then  no  adhesions,  but  a  number  are  described  as  hav- 
ing had  adhesion  of  the  tip  of  the  appendix  to  some  outlying 
part ;  in  others  the  presence  of  adhesions  is  simply  noted.  Mr. 
Smith  asks  ;  "  Is  it  not  possible  that  too  much  weight  is  given 
to  a  foreign  body  in  the  appendix  and  too  little  to  fixation  of  its 
apex,  as  a  cause  of  irritation,  catarrh,  distension  and  rupture  ?" 

In  an  article  headed  Indications  for  Abdominal  Section  and 
the  Details  of  its  Performance,  Mr.  Lawson  Tait  (^N.  Y.  Med. 
Record,  May  3rd,  1890)  attributes  both  the  invention  of  the 
modern  artery  forceps  and  the  introduction  of  the  drainage-tube 
to  Koeberl^  of  Strasbourg.    He  says  the  drainage-tube  has  re- 
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duced  the  mortality  10-15  per  cent.  He  washes  out  the  abdomen 
with  a  stream  of  water  from  a  bucket,  and  by  means  of  a  strong 
current  gets  rid  of  "  all  rubbish  from  the  crannies  and  crevices," 
even  oozing  from  adhesions  may  be  stopped  by  a  current  of  water 
like  this.  The  after-treatment  is  conducted  practically  by  nurses. 
For  the  first  twenty-four  hours  the  patient  is  not  allowed  to 
swallow  anything  at  all,  except,  perhaps,  a  little  warm  water. 
Vomiting  is  a  serious  complication  after  an  abdominal  section, 
but  the  best  way  to  avoid  vomiting  is  to  avoid  giving  patients 
anything  they  can  vomit.    He  believes  that  the  deprivation  of 
fluids  in  the  stomach  favors  absorption  of  the  effusion  in  the  peri- 
toneum.   The  second  day  he  gives  a  few  tablespoonsful  of  milk 
and  soda.    The  third  day  is  the  critical  day,  and  the  first  indi- 
cation of  the  scondary  changes  is  distension  of  the  epigastrium 
suggestive  of  peritonitis.    In  such  a  case  the  patient  is  given  a 
small  saline  purge  and  a  turpentine  enema,  and  this  will  enable 
jher  to  pass  flatus.    He  does  not  care  a  bit  for  anything  save 
distension,  and  never  has  any  trouble  if  it  is  treated  at  once  in 
this  way.    The  temperature  in  abdominal  surgery  is  a  matter 
of  very  secondary  importance,  the  pulse  being  the  great  guide, 
and  whenever  it  rises  to  120  a  minute,  there  is  reason  to  be 
anxious.    Temperature  rise  alone  has  no  value  as  an  indication 
of  danger,  but  the  safest  guide  of  all  is  the  expression  of  the 
face.    An  anxious  expression  keeps  him  on  tenter-hooks,  and  a 
woman  who  will  not  keep  quiet  after  an  operation,  but  will  go 
on  chattering,  is  almost  sure  to  die. 

Two  Eundredand  Fifty  Extirpations  of  the  Thyroid  Gland 
hy  Dr.  Th.  Kocher.— Six  years  ago  the  author  reported  58  cases 
of  extirpation  of  the  thyroid  gland,  and  computed  the  mortality 
of  the  operation  as  13.9  per  cent.  Since  then  he  has  performed 
250  operations  with  six  deaths,  a  mortahty  of  only  2.4  per  cent. 
And  if  we  exclude  the  cases  in  which  the  operation  was  done  for 
malignant  struma  or  the  goitre  of  Basedow's  disease,  the  mor- 
tality sinks  to  only  .8  per  cent.  On  the  ground  of  these  statis- 
tics Kocher  maintains  that  the  operation,  when  practised  for 
simple  goitre,  is  perfectly  free  from  danger,  independent  of  the 
size  of  the  growth  and  the  age  of  the  patient.    The  author  has 
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not  found  it  necessary  to  modify  the  technique  of  the  operation. 
He  warns  us  that  in  ligaturing  the  inferior  thyroid  at  the  point 
where  the  vertical  portion  of  the  vessel  becomes  horizontal,  we 
should  exercise  special  care  to  avoid  wounding  the  recurrent 
nerve  and  the  cardiac  branches  of  the  sympathetic.  Of  especial 
importance  also  is  the  most  scrupulous  antisepsis  of  the  wound. 
To  prevent  the  cachexia  which  follows  complete  extirpation  of 
the  thyroid  gland,  it  is  necessary  to  leave  behind  any  portions 
of  the  gland  still  capable  of  performing  their  function.  He  con- 
cludes as  follows  :  (1)  Extirpation  is  indicated  in  malignant  and 
inflamed  goitres,  and  in  diffuse  hypertrophies  of  the  thyroid 
gland  ;  it  is  contraindicated  if  healthy  gland  tissue  is  absent  on 
the  other  side.  (2)  Enucleation  is  indicated  in  cystic  goitre  ; 
that  is,  goitres  in  which  a  cyst  forms  the  main  portion  of  the 
tumor,  and  in  cases  of  isolated  large  nodular  goitres  which  are 
imbedded  in  well-preserved  gland  tissue,  and  in  cases  where 
large  nodules  are  present  in  immovable  goitres,  if  the  nodules 
are  soft  and  are  surrounded  by  a  vascular  zone.  (3)  Resection 
is  reserved  for  the  numerous  class  of  cases  which  do  not  fulfil 
the  above  indications  ;  contraindications  are  malignant  and  im- 
movable goitres,  and  those  which  are  the  seat  of  infectious  in- 
flammation. (4)  Ligature  of  the  thyroids  is  indicated  in  vas- 
cular goitre  either  as  a  method  of  treatment  or  as  introductory 
to  a  subsequent  partial  extirpation  or  resection.  Only  those 
arteries  should  be  tied  in  whose  districts  the  changes  are  most 
marked.— (Quoted  in  the  Edinburgh  Med.  Jour.,  March,  1890.) 

Hemorrhoids  treated  hy  the  Clamp  and  Cautery. — Dr.  B. 
Gibbs,  in  a  paper  read  before  the  Alumni  Society  of  Bellevue 
Hospital,  Feb.  5th,  1890  {N.Y.  Medical  Journal,  April  26th, 
1890),  strongly  advocated  this  method  of  treatment.  He  has  a 
record  of  over  two  hundred  cases  without  a  single  case  of  hemor- 
rhage, and  he  has  never  seen  any  septic  complications.  In  five 
or  six  hours  after  the  operation  the  perineal  pad  is  removed,  and 
if  there  is  any  soreness  hot  applications  are  applied.  The  patient 
IS  allowed  to  get  out  of  bed  to  pass  water  as  soon  as  the  urine 
shows  itself.  After  this  no  dressings  used,  and  no  suppositories 
of  iodoform  or  others  employed.  A  laxative  is  given  within  forty- 
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eight  hours.    He  has  found  no  pain  follow  this  operation  or  re- 
tention of  urine. 

.    In  the  discussion  which  followed  the  reading  of  the  paper, 
Dr  Kelsey  said  he  had  formerly  advocated  the  method  by  hga- 
ture,  but  latterly  he  has  used  the  clamp  and  cautery  with  the 
best  results.  There  was  less  pain,  no  greater  danger  from  hemor- 
rhage, and  it  cured  the  patient  in  less  time.    Dr.  Kelsey  also 
stated  that  he  had  formerly  been  a  very  strong  advocate  of  the 
method  of  injection  by  carbolic  acid,  and  had  reported  200  con 
secutive  cases  treated  in  this  way  without  bad  result,  but  imme- 
diately after  he  met  with  his  first  unfortunate  case.   The  opera- 
tion was  followed  by  an  unusually  large  slough,  by  a  peri-proc- 
titis  or  ischio-rectal  abscess.  The  operation  was  not  radical  and 
was  dangerous  on  account  of  its  uncertain  action.    He  did  not 
think  the  operation  of  Mr.  Whitehead  any  better  than  the  clamp 
and  cautery,  and  it  was  much  more  tedious. 
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Flat-foot  and  its  Treatment. 

The  proper  method  of  treating  flat-foot  is  still  a  vexed  question. 
Some  surgeons  always  treat  it  by  means  of  mechanical  appliances, 
whilst  others  say  that  quite  as  much  good  can  be  accomplished 
by  means  of  massage,  exercises,  and  avoidance  of  certain  per- 
nicious habits,  such  as  walking  with  the  toes  out,  etc.  Within 
the  past  few  years  the  tendency  has  been  to  operative  measures 
for  the  cure  of  all  deformities ;  hence  a  school  has  arisen  where 
flat-foot  is  treated  by  excision  of  bone,  osteotomy,  incision  of  soft 
parts,  etc.  Many  report  a  series  of  cases  treated  by  operative 
measures  with  good  results.  No  doubt  the  cases  of  flat-foot  that 
come  under  the  notice  of  hospital  surgeons  are  those  of  the  more 
severe  kind,  where  there  is  actual  displacement  or  dislocation 
of  the  bones  and  hence  most  serious  deformity,  and  this  defor- 
mity is  quite  irreducible  except  by  some  operative  procedure. 
In  cases  seen  in  ordinary  out-door  or  dispensary  practice,  the 
patient  comes  complaining  of  pain  on  standing,  and  if  there  is 
any  deformity  whilst  in  the  erect  position,  it  disappears  when  the 
foot  is  lifted  from  the  ground.  In  these  cases  operative  measures 
could  not  be  advised,  but  rather  some  form  of  mechanical  appli- 
ance or  the  building  up  of  the  inner  side  of  the  boot,  so  as  to 
throw  the  foot  out  after  the  plan  of  Thomas.  No  doubt  in  many 
cases  the  arch  of  the  foot  is  ill-formed  and  low.  This  is  a  con- 
genital defect  which  predisposes  to  those  severer  forms  which 
give  rise  to  symptoms. 

There  are  several  theories  regarding  the  cause  of  flat-foot; 
some  hold  that  under  increased  weight,  especially  during  the 
time  of  growth,  the  strain  falls  upon  the  os  calcis  at  a  point  in- 
ternal to  its  base,  and  thus  tends  to  roll  it  over  to  the  inside  and 
favors  a  displacement  of  the  astragalus  downwards  and  inwards. 
Normal  muscles  and  ligaments  always  tend  to  prevent  this,  and 
at  first  the  displacement  is  only  when  the  foot  rests  on  the  ground 
and  ia  therefore  temporary  ;  at  last  the  muscles  get  tired  out, 
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the  ligaments  become  stretched,  and  the  temporary  displacement 
becomes  a  permanent  one.  Humphry  of  Cambridge  is  a  strong 
supporter  of  this  theory,  laying  the  blame  chiefly  on  the  calcaneo- 
scaphoid  ligament,  which  ordinarily  supports  the  astragalus. 

Von  Meyer  (^Centralblattf.  Ohirurgie,  No.  18,  p.  284,1883), 
■who  made  a  number  of  examinations  on  the  dead  subject,  came 
to  the  conclusion  that  the  inferior  calcaneo-scaphoid  ligament  is 
not  stretched,  and  the  arch  of  the  foot  not  flattened.  He  attributes 
the  deformity  to  an  inward  displacement  of  the  arch  and  with  it 
of  the  whole  foot,  due  to  an  exaggerated  rotation  of  the  astra- 
galus. He  attributes  these  conditions  to  an  increase  of  weight, 
faulty  attitudes  in  standing  and  walking,  turning  out  of  the  toes 
and  the  wearing  of  improper  shoes. 

In  most  cases  of  flat-foot  there  is  a  congenital  predisposition. 
I  have  made  frozen  sections  of  flat-foot  which  plainly  show  this. 
In  many  cases  of  well-marked  flat-foot  there  is  no  stretching  of 
the  ligaments  at  all,  the  bones  being  as  closely  applied  as  possible 
and  the  inferior  calcaneo-scaphoid  ligament  being  perfectly  nor- 
mal, but  on  examining  a  longitudinal  section  of  the  foot  it  is  seen 
that  the  os  calcis  is  not  so  upright  as  it  should  be— that  is,  the 
posterior  pillar  of  the  arch  is  more  oblique.    This  throws  the 
astragalus  forwards  and  inwards  and  the  anterior  portion  down- 
wards.   If  this  condition  be  exaggerated,  a  well-marked  form  of 
flat-foot  is  produced.    This  flatness  of  the  arch  of  the  foot  is 
merely  a  reversion  to  a  lower  and  more  primitive  type,  and  is 
common  to  all  the  primates  and  plantigrades. 

The  Rational  Treatment  of  Flatfoot.—Dr.  R.  Whitman 
(i^.r.  Med.  Jour.,  May  17th,  1890)  says  in  spite  of  all  that 
has  been  written  on  this  subject,  less  is  known  of  flatfoot,  its 
diagnosis,  causes,  results  and  proper  treatment  than  of  any 
affection  of  corresponding  frequency  and  importance  in  surgery. 
Dr.  Whitman  looks  upon  clubfoot  as  an  acquired  partial  dis- 
location of  the  bones  of  the  foot  and  nothing  else  ;  muscular 
spasm,  lax  ligaments,  inflammation,  etc,  follow,  but  do  not 
cause  flatfoot.  The  dislocation  is  the  result  of  an  over-strain  or 
weight,  aggravated,  it  may  be,  by  injury  or  disease.  Mechanical 
disadvantages  in  standing  or  walking  which  predispose  are  (1) 
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exaggerated  turning  out  of  toes  and  (2)  improper  shoes.  Treat- 
ment is  (1)  to  replace  the  dislocation,  (2)  to  hold  the  foot  in 
proper  position,  (3)  to  strengthen  the  supporting  muscles,  and 
(4)  to  avoid  the  original  exciting  cause  by  cultivating  a  proper 
walk.  A-fter  speaking  of  the  diagnosis,  the  author  goes  on  to  con- 
sider treatment.   Cases  may  be  divided  roughly  into  two  classes. 

(1)  Where  the  foot  can  be  easily  replaced  in  normal  position  ; 

(2)  where  it  can  not.  He  speaks  of  Thomas'  plan  of  building 
up  the  inner  side  of  the  shoe  as  a  good  one,  particularly  in  weak 
ankle  cases,  as  it  tends  to  throw  the  weight  of  the  body  on  the 
outer  side  of  the  foot.  Gymnastic  exercises  and  proper  shoes 
may  suffice  in  some  cases,  but  in  the  majority  something  more 
is  needed,  and  his  plan  is  as  follows.  First,  the  dislocation 
should  be  reduced  by  manipulation  if  possible  ;  if  not,  under 
ether.  When  in  proper  position  the  foot  should  be  retained  in 
that  way  by  plaster-of-Paris  bandages  until  the  spasm  and  con- 
gestion have  disappeared,  and  then  the  foot  must  be  retained  in 
this  position.  A  plaster  cast  should  first  be  taken  of  the  replaced 
foot,  and  from  this  an  iron  pattern  is  made,  and  on  this  a  brace 
of  thin,  tempered,  unyielding  steel  is  moulded.  This  brace 
accurately  fits  the  Toot  and  can  be  placed  in  the  boot,  and  tends 
always  not  only  to  support  the  foot,  but  to  throw  the  weight  on 
the  outer  side. 

I  had  the  pleasure  a  short  time  ago  of  seeing  this  brace  at  the 
New  York  Hospital  for  Ruptured  and  Crippled,  and  was  much 
struck  with  its  simplicity  and  usefulness.  Dr.  Whitman  insists 
on  the  patients  walking  properly,  not  turning  out  their  toes,  but 
keeping  them  directly  in  front  of  the  body  and  thus  "  walking 
over  them,-'  thus  necessitating  muscular  flexion  of  the  foot, 
which  is  the  best  possible  exercise.  Flatfoot  is  a  troublesome 
aflfection  to  treat,  and  in  children  leads  to  other  serious  results, 
as  knock  knee,  etc. 

Dr.  T.  S,  Ellis  {Edinhurgh  Medical  Journal,  January,  1890) 
describes  a  rational  method  of  treating  flat-foot  without  the  use 
of  mechanical  appliances.  The  chief  principles  are  :  (1)  To 
make  the  patient  vigorously  spring  on  tip-toe,  both  as  a  special 
exercise  and  in  walking ;  this  raises  the  arch  of  the  foot  and 
relieves  strain  on  ligaments.    (2)  Avoidance  of  prolonged  stand- 
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ing,  low-heels,  flat  soles,  not  too  thick,  and  no  springs  or  sup- 
ports to  the  arch,  giving  free  play  to  inward  movement  of  great 
toe.  (3)  Never  turning  out  toes  in  walking  and  avoidance  of 
fatigue. 

Removal  of  an  Ingrowing  Toe-nail  for  Relief  of  Flatfoot.— 
Dr.  V.  P.  Gibney,  in  an  article  entitled  A  Contribution  to  the 
Study  of  Flatfoot,  states  that  he  is  indebted  to  his  friend  Dr. 
R.  Abbe  of  New  York  for  the  suggestion  which  he  carried  out 
in  the  following  case.    A  gentleman  consulted  him  who  had  been 
suffering  for  two  and  a  half  years  with  an  annoying  pain  in  the 
sole  of  his  foot,  which  pain  he  thought  had  followed  an  attack  of 
subacute  rheumatism.    A  point  of  tenderness  was  found  over 
the  scaphoid,  near  its  junction  with  the  first  cuneiform  bone. 
The  arch  of  the  foot  could  be  easily  restored  by  mampulation, 
and  some  relief  was  felt.    He  had  his  shoe  built  up  after  the 
method  of  Thomas  of  Liverpool,  and  used  various  kmds  of  sphnts, 
without  permanent  benefit.    One  evening  he  came  in  great  dis- 
tress complaining  of  a  painful  ingrowing  toe-nail  on  the  same 
foot    The  toe  was  found  to  be  much  inflamed.    He  had  suffered 
from  this  ingrowing  toe-nail  for  two  years.    The  toe-nail  and  the 
painful  granulations  were  removed,  and  the  wound  soon  healed. 
Six  months  after  he  reported  that  he  had  neither  an  ache  or  pam 
since  the  operation-the  painful  flat-foot  was  cured.  Dr.  Gibney 
adds  two  cases  furnished  him  by  Dr.  Abbe,  where  the  mtract- 
able  pain  of  flat-foot  was  permanently  relieved  by  operation  tor 
relief  of  ingrowing  toe-nail. 

Dr  Willy  Meyer,  in  an  interesting  article  on  The  Treatmmt 
of  Flat-foot  hy  Supra-malleolar  Osteotom}/,  sajs  that  non- 
Irative  measures  should  he  tried  in  all  eases  of  flat-foot  .here 
the  deformity  is  still  reducible  by  manipulation ;  but  m  more 
advanced  cases,  where  the  deformity  has  become  ng.d,  .here 
the  astragalus  has  slipped  forward,  downward  and  mward  from 
the  OS  calcis,  and  the  scaphoid  also  has  been  d,sp  aced  downwa  d, 
.here  the  shape  of  the  bone  has  been  permanently  changed,  non- 
operative  treatment  will  take  a  long  time  to  cure,  and  even  the 
Imate  result  will  be  doubtful ;  and  for  such  cases  he  strong  y 
advocates  operative  measures,  and  preferably  osteotomy  of  the 
fb    and  fibula  just  above  the  ankle  joint.    Th,s  operat,on  was 
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introduced  by  Trendelenburg  of  Bonn  at  the  meeting  of  the 
German  Surgical  Society  at  Berlin  in  April  1889,  and  he 
called  it  "  supra-malleolar  osteotomy."  He  had  seen  good  results 
follow  this  operation  in  correcting  traumatic  talipes  valgus,  a 
position  the  result  of  a  neglected  and  unreduced  Potts'  fracture, 
and  so  it  occurred  to  him  to  try  the  same  means  for  idiopathic 
flat-foot.    The  cause  of  the  pain  in  flat-foot  is  due  to  the  dis- 
placement of  the  line  of  gravity  by  the  alteration  of  the  longi- 
tudinal axis  of  the  leg.    The  foot  being  in  this  abnormal  position 
the  tarsal  ligaments  are  stretched  and  the  foot  everted,  the  in- 
ternal malleolus  markedly  prominent.    Walking  and  standing 
tend  to  increase  this  deformity  and  the.  pain  also.    Now  if  the 
tibia  and  fibula  are  cut  across  with  a  chisel  immediately  above 
the  malleoli  the  deformity  can  be  corrected  and  the  foot  so 
placed  as  to  transmit  the  weight  of  the  body  through  the  tarsus 
in  an  oblique  direction — that  is  through  the  cuboid  instead  of  the 
scaphoid  bone.    Trendelenburg  performed  supra-malleolar  oste- 
otomy seven  times  in  five  patients  between  the  ages  of  16  and 
40,  and  was  astonished  to  see  the  remarkable  result.    The  arch 
was  restored  and  the  displacement  of  the  leg  and  foot  at  once 
removed  ;  the  diflSculty  and  pain  in  walking  or  standing  had 
fully  or  nearly  disappeared.    At  the  same  meeting,  Hahn  of 
Berlin  stated  that  he  also  operated  on  fiat-foot  by  osteotomy,  but 
of  the  tibia  only,  and  deemed  it  very  important  to  cut  the  bone 
immediately  above  the  malleolus.    He  had  operated  five  times 
in  three  patients.    One  patient  was  cured,  the  second  improved  ; 
in  the  third  the  operation  rather  aggravated  the  trouble.  Hahn 
proposed  to  add  Ogston's  operation  to  osteotomy  and  reduction 
in  extreme  cases. 

Dr.  Meyer  has  operated  on  two  male  patients  with  the  best 
results  ;  one  was  aged  24,  the  other  20  ;  both  were  exhibited 
to  the  New  York  Surgical  Society  in  March,  1890.  He  followed 
the  rules  laid  down  by  Trendelenburg  (Archiv  f.  Klin.  Chirur- 
gie,  Bd.  xxxix.,  Hft.  4).  An  incision  half  an  inch  long  is  made 
down  to  the  fibula,  about  two  inches  above  the  tip  of  the  malle- 
olus, the  foot,  placed  on  a  sand-bag,  being  turned  inwards  by  an 
assistant.  The  chisel  is  introduced  at  an  angle  of  90®  and  the 
bone  cut  across.    The  wound  is  covered  with  an  antiseptic 
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sponge  and  then  the  leg  is  turned  on  its  outer  side  and  the  same 
operation  is  performed  on  the  tibia  at  the  same  distance  above  the 
malleolus.    Macewen's  large  steel  chisels  are  used.    The  bones, 
after  chiselling,  having  been  broken  forcibly,  the  foot  is  turned 
inwards  and  fixed  in  that  position  by  a  plaster-of-Paris  sphnt, 
which  is  continued  up  to  the  middle  of  the  thigh.    The  knee- 
joint  is  flexed  at  an  angle  of  145°  in  order  to  relax  the  gastroc- 
nemii.    The  foot  should  be  put  up  in  rather  an  over-corrected 
position.    The  first  dressing  in  Dr.  Meyer's  cases  was  made  on 
the  thirty-fifth  day  ;  the  wound  was  found  healed  and  the  bones 
firmly  united.   In  one  of  these  cases  the  foot  was  over-corrected, 
and  Dr.  Meyer  advises  that  about  the  tenth  or  twelfth  day  the 
splint  should  be  removed  and  the  position  of  the  foot  re-exam- 
ined, and  if  necessary,  corrected.    The  patient  is  able  to  go 
about  in  five  or  six  weeks. 

In  June  last  I  performed  a  similar  operation  on  the  right  leg 
of  a  boy  aged  20,  who  suffered  from  flat-foot.    The  case  was  an 
extreme  one,  with  dislocation  of  the  astragalus  and  scaphoid 
which  could  not  be  reduced.    The  boy  had  been  unable  to  con- 
tinue his  work  owing  to  the  condition  of  his  feet.    The  left  foot 
was  the  subject  of  valgus,  but  of  a  much  less  pronounced  type, 
so  I  only  operated  on  the  right.    The  operation  I  found  to  be  a 
simple  one,  and  although  the  arch  was  not  completely  restored 
on  section  of  the  bones,  as  has  been  stated,  still  it  was  much 
improved.    The  foot  and  leg  were  put  up  in  plaster-of-Paris  in 
the  inverted  position  and  left  up  for  four  weeks.    When  the 
splint  was  removed  the  bones  were  found  firmly  united  and  the 
wounds  healed  ;  but  although  the  shape  of  the  foot  was  improved, 
still  there  was  some  valgus  remaining.    This  may  have  been 
partly  due  to  not  having  sufficiently  corrected  the  deformity 
but  I  did  not  want  to  overdo  it.  However,  the  boy  can  now  walk 
comfortably  and  without  pain.    He  is  quite  satisfied  with  the 
result    He  is  employed  as  one  of  the  hospital  porters.  I  intend 
to  continue  this  plan  of  treatment,  which  is,  however,  only  suit- 
able for  severe  cases  and  as  a  substitute  for  Ogston  s  operation. 

Ogln  of  Aberdeen  ^Lancet.  Jan.  26th,  If  ^),d-sed  an 
operation  for  the  cure  of  flat-foot  based  on  the  idea  that  flat-foot 
was  caused  by  the  relaxation  of  all  the  articulations  of  the  foot, 
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especially  that  between  the  scaphoid  and  os  calcis,  which  led  to 
the  alteration  of  the  bones  concerned  in  Chopart's  joint.  So  the 
cartilaginous  surfaces  of  the  astragalo-scaphoid  articulations  were 
chiselled  off,  and  after  restoring  the  bones  to  their  proper  posi- 
tion they  were  kept  in  place  with  ivory  pegs.  Ogston  has  oper- 
ated on  some  fifty  cases  with  very  encouraging  results,  patients 
being  able  to  walk  in  three  months. 

Weinlechner  of  Vienna  (  Wiener  Med.  Blatter,  1888)  excised 
the  astragalus  for  the  radical  cure  of  flat-foot.  Modifications  of 
Ogston's  operation  have  also  been  devised  by  Sir  W.  Stokes  of 
Dublin  (Annals  of  Surgery,  Oct.  1885),  Hare  of  Philadelphia 
(^Lancet,  Nov.  9,  1889),  and  others.  Phelps  of  New  York  has 
also  performed  an  operation  "  which  consists  of  making  an  in- 
cision across  the  sole  of  the  foot,  and  through  this  incision  the 
muscles  and  fascia  are  hooked  up,  cut  apart,  shortened,  and 
again  stitched,  the  object  of  the  operation  being  to  shorten  the 
girders  which  hold  up  the  arch," — (Transactions  of  the  Ameri- 
can Orthopoedic  Association,  vol.  i,  1889.) 

Surgery  op  the  Spine. 

At  a  meeting  of  the  New  York  Academy  of  Medicine,  held 
May  15,  1890,  Dr.  Robert  Abb^  read  a  paper  on  Spinal  Sur- 
gery/ with  a  Report  of  Eight  Cases  (N.  Y.  Med.  Record,  July 
26th.  1890).  In  these  cases  the  posterior  laminae  were  removed 
and  the  cord  exposed.  Three  were  cases  of  paraplegia  from 
fracture,  one  early  curetting  of  a  vertebra  for  Potts'  disease, 
two  of  tumors  of  the  vartebral  canal  with  paraplegia,  and  two 
of  intradural  section  of  some  of  the  posterior  roots  of  the  brachial 
plexus  for  neuralgia.  In  the  first  case,  a  woman  aged  27,  there 
was  fracture  of  the  spine  between  the  11th  and  12th  dorsal 
vertebra,  followed  by  paraplegia.  The  operation  was  undertaken 
eleven  months  afterwards,  and  the  intradural  adhesions  were 
broken  up  and  the  dura  sutured.  A  year  afterwards  there  was 
no  relief  of  the  paralysis.  The  second  case,  a  merchant  aged  27, 
was  also  done  for  paraplegia  due  to  fracture  below  the  11th  dorsal, 
which  had  lasted  2^  years.  This  patient  died  thirty  hours  after 
the  operation.  In  the  third  case,  a  coachman  aged  27,  operation 
was  performed  two  months  after  the  accident  for  paraplegia 
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due  to  fracture  of  the  11th  dorsal.    The  patient  recovered,  but 
remained  unimproved.    In  all  these  cases  the  spinal  column  was 
cut  down  upon,  the  muscles  cleared  away  on  one  side  only  and 
drawn  outwards  by  retractors,  and  after  cutting  the  ligaments, 
the  arches  of  the  vertebra  concerned  were  cut  through  with 
strong  cutting  pliers  and  the  space  enlarged  with  rongeur  for- 
ceps and  hfted  up  but  not  separated  from  the  muscles.  After 
the  termination  of  the  operation  the  dura  was  sutured  and  the 
spines  replaced  and  sutured  with  catgut  to  those  above  and 
below     The  fourth  case  was  one  of  Potts'  disease  m  a  glass- 
worker  aged  20,  with  sinuses  over  the  crest  of  the  ilium  leading 
to  the  12th  dorsal  spine.    An  incision  was  made  along  this  ver. 
tebra  and  the  transverse  process  found  carious  and  removed  ; 
the  body  of  the  vertebra  was  found  softened  and  diseased,  and 
was  curetted  away  until  hard  bone  was  reached.    The  sinuses 
were  also  scraped  out.    In  six  weeks  the  patient  was  sent  from 
the  hospital  with  only  a  shght  discharge  and  with  but  one  sinus. 
The  fifth  case  was  that  of  a  patient,  aged  22,  suffering  from 
extra-dural  tubercular  tumor  of  the  spine.    There  was  complete 
paraplegia.    In  May  1888  Dr.  Abb^  operated,  removmg  the 
spines  and  arches  of  the  8th,  9th  and  10th  dorsal  ver  ebra  ;  out- 
side the  carious  arch  of  the  9th  was  half  an  ounce  of  thick  pus 
but  within,  fining  the  canal,  was  a  small  quantity  of  inspissated 
pus  and  a  large  amount  of  dense  neoplasm,  evidently  tubercular 
and  compressing  the  cord.    This  was  scraped  away,  the  wound 
stuffed  with  iodoform  gauze,  and  a  Piaster  jacket  apphed  In 
three  months  he  walked  with  crutches;  m  eight  he  became 
robust  and  walked  well.    He  remained  in  perfect  hea  th  or  t.vo 
years,  but  latterly  a  mass  has  appeared  over  site  of  the  old  scar 
which  has  a  very  tubercular  appearance.  In  the  sixth  case  there 
was  paraplegia  caused  by  an  extra  dural  sarcoma  in  a  man  aged 
L     The  symptoms  had  lasted  eight  months  when  he  operated. 
The  arches  of  the  8th,  9th  and  10th  dorsal  vertebrae  were  re- 
sected, the  tumor  reached  and  removed,  but  the  patient  died  on 
the  r^nth  day  from  symptoms  referable  to  the  stomach.  No  post- 
iTm  wa  'allowed  '  The  two  last  cases,  seven  and  eight,  were 
performed  for  intractable  brachial  neuralgia.    In  one  case  he 
nefves  Cere  stretched,  the  arm  amputated,  and  finally  mtra- 
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dural  division  of  the  6th,  7th  and  8th  cervical  and  Ist  dorsal 
nerves  was  performed.  For  a  time  the  pain  was  relieved,  but  it 
has  since  returned.  In  the  other  case  of  intractable  neuralgia 
the  posterior  roots  of  the  6th,  7th  and  8th  cervical  and  1st  dorsal 
nerves  were  resected.  The  case  was  somewhat  improved,  and 
morphia  was  given  up  ;  subsequently  the  pain  returned,  but  not 
so  severely. 

In  the  discussion  which  followed  the  reading  of  the  paper,  Dr. 
Wyeth  gave  the  histories  of  two  cases  of  fracture  of  the  spine  in 
which  he  had  operated.  In  the  first  the  fracture  was  situated 
at  the  12th  dorsal.  At  the  seat  of  injury  the  cord  was  found 
to  be  somewhat  flattened,  and  there  was  considerable  inflamma- 
tory lymph  binding  the  cord  very  firmly  down  to  the  dura  mater. 
The  patient  had  been  paralyzed  for  two  years,  and  there  was 
complete  recovery.  In  the  second  case  the  operation  was  per- 
formed seventeen  days  after  the  injury,  and  there  was  immediate 
improvement  in  sensation,  but  paralysis  of  motion  still  remained. 
Dr.  Gerster  reported  a  case  of  vertebral  tuberculosis  of  long 
standing  operated  on  for  rapidly  increasing  paraplegia.  The 
laminae  of  the  6th  and  7th  dorsal  vertebrae  were  removed,  and 
an  extensive  extra  and  sub-dural  abscess  evacuated.  There  was 
considerable  caseation  of  the  soft  tissues  and  the  transverse  pro- 
cesses of  the  5th,  6th,  7th  and  8th  dorsal  vertebrae  on  the  right, 
and  the  5th,  6th  and  7th  on  the  left,  were  found  carious  and  re- 
moved with  the  heads  of  the  respective  ribs  ;  the  bodies  of  the 
6th  and  7th  dorsal  vertebrae  were  gouged  away.  The  operation 
was  well  borne,  but  no  immediate  improvement  of  the  paralytic 
symptoms  was  observed  until  the  following  August  (four  months 
after).  In  December  the  patient  was  discharged  with  a  small 
sinus  on  the  dorsum  and  in  good  health.  Dr.  Morris  reported  a 
case  of  bullet  wound  of  the  spinal  column  successfully  treated  by 
excision  of  depressed  bone.  Dr.  B.  Sachs  deprecated  operations 
on  the  spine  for  the  relief  of  neuralgia,  and  said  no  improvement 
whatever  was  to  be  expected  from  them. 

At  the  congress  of  German  Surgeons,  held  in  Berlin  in  April 
1890,  Prof.  Kraske  of  Freiburg  read  a  paper  on  Trephining  the 
Spinal  Column  for  Paralysis  due  to  Potts'  Disease.  He  stated 
that  he  had  four  times  performed  the  operation,  and  had  com 
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to  the  following  conclusions  {La  Semaine  Medicale,  April  23rd, 
1890  and  Gentralblatt  f.  Ohirurgie,  No.  25,  1890)  :  That  it  is 
not  possible  to  remove  in  this  way  all  the  tuberculous  disease, 
and  that  it  is  only  possible  to  relieve  the  disease  ;  the  operation, 
like  tracheotomy  for  croup,  is  simply  palliative-it  will  not  cure. 
The  resection  of  the  vertebral  arches  may  lead  to  further  defor- 
mity and  produce  a  paralysis  which  was  not  there  before.  He 
savs  the  operation  is  not  without  difficulties.    He  places  the 
patient  on  one  side  and  removes  the  vertebral  arch  of  the  same 
side,  and  after  the  hemorrhage  has  ceased  he  does  the  same  on 
the  other  side.    The  spinal  canal  is  laid  open  by  cuttmg  pliers, 
and  after  one  arch  has  been  cut  the  others,  by  placing  one  blade 
of  the  pliers  in  the  canal,  are  easily  cut  through  ;  he  curettes 
the  diseased  tissues.    He  has  never  yet  in  these  cases  opened 
the  dura  mater,  all  the  disease  being  extra  memngeal  in  the  four 
a  es    and  in  all,  the  woand  was  stuffed  with  gauze  and  not 
X  d     The  indications  for  the  operation  are  when  there  is  a 
prmary  focus  of  tuberculosis  in  the  vertebral  arch;  m  such 
c  sTa  radical  operation  may  be  undertaken,  but  these  cases  are 
Z     When  the  body  of  the  vertebra  is  diseased  one  can  rarely 
operatelccessfully.    He  does  not  advise  a  too  hasty  resort  to 
ope  atL  in  cases  of  paralysis  from  Potts'  disease  and  he  only 
interfered  when  there  was  a  paralysis  of  the  bladder.  All  other 
rthJds  of  treatment  should  be  tried  before  resorting  to  operation, 
r  tlcnssion  which  followed,  Israel  a^^^^^^^^^^ 

Angular  Curvature  mtk  ra.idly  ^-^^W  j'-^^^^^^^^^^ 
which  he  removed  the  lamina  and  spinous  P^-^^^^^ J^^  ^ 
Toth  and  nth  dorsal  vertebra  with  bone  forceps.    A  large  mass 

ranulatL  tissue  was  found  and  removed^  ^^^P^^^^^^^^^^ 
place  quickly,  and  at  time  of  writmg,  a  month  aftei,  he  .o 
sensation  and  could  move  his  legs  freely.  ...  ^  qii^  Dr 

In  the  June  number  of  this  Journal  (vol.  xviu,  p.  911  ,D. 
Ja  Bell  reports  two  cases  of  fracture  of  the  6th  cervical  ver^ 
jri^ed  by  complete  ^^^^^^^ 
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the  operation,  although  well  recovered  from,  was  of  no  material 
benefit.  Both  patients  died  at  the  end  of  three  days.  Dr.  Bell 
is  now  engaged  in  making  experiments  on  dogs  with  the  purpose 
of  finding  out  if  it  is  possible  to  reunite  the  divided  ends  of  the 
spinal  cord.  In  cases  of  fracture  of  the  spine,  it  appears  to  me 
that  the  results  of  surgical  interference  will  never  be  brilliant ; 
the  amount  of  injury  to  the  cord  which  takes  place  at  the  time 
of  the  accident  will  of  necessity  render  operative  procedure  of 
but  little  avail.  The  mere  removal  of  fractured  portions  of  ver- 
tebrae pressing  on  the  cord  will  not  restore  its  functions.  Our 
only  hope  in  such  cases  will  be  tbe  possibility  of  uniting  the 
divided  ends  of  the  cord  ;  but  even .  here,  after  the  accident, 
ascendmg  and  descending  myelitis  might  render  even  union  of 
the  divided  ends  of  but  little  service  in  prolonging  the  life  of  the 
patient. 

The  Radical  Curb  op  Hernia. 

At  the  meeting  of  the  American  Surgical  Association,  held  in 
Washington  in  May  last.  Dr.  W.  T.  Bull  of  New  York  read  a 
paper  on  the  above  subject,  giving  the  results  of  154  operations 
(Medical  News,  July  5th,  1890,  and  JSF.  Y.  Medical  Record, 
May  31st,  1890).  The  most  essential  feature  of  the  operation 
was  the  ligature  of  the  sac  at  the  highest  possible  point.  The 
cases  he  divided  into  four  series  :  (1)  In  40  cases  the  sac  was 
isolated  and  ligated  with  catgut.  The  portion  below  the  ligature, 
when  small,  was  dissected  out ;  when  large,  or  when  it  contained 
the  testicle,  it  was  drained,  the  wound  sutured,  and  a  drain  left 
in  several  days.  (2)  39  cases  treated  by  ligature  of  the  sac, 
as  before,  but  catgut  sutures  were  applied  to  the  pillars  of  the 
external  canal  and  to  the  divided  aponeuroses.  (3)  39  cases 
treated  by  ligature  of  sac  as  before.  The  anterior  wall  of  the 
canal  was  only  divided  when  it  was  impossible  to  reach  the  neck 
of  the  sac  in  any  other  way  ;  the  canal  was  sutured  with  two 
layers  of  sutures.  (4)  16  cases  in  children  between  the  ages 
of  4  and  14  years  of  age.  Of  the  total  number,  the  hernia  was 
reducible  in  77,  irreducible  in  42,  strangulated  in  16  ;  all  cases 
in  series  4  were  reducible.  There  were  3  deaths  in  134  cases — 
one,  an  old  man  80  years  of  age,  from  shock,  one  a  case  of 
strangulated  hernia,  and  the  third  a  man  aged  26,  where  a  large 
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amount  of  omentum  was  tied  off,  and  who  died  from  septic  peri- 
tonitis In  4  cases  the  intestine  was  opened  in  separating  ad- 
hesions ;  the  wounds  were  at  once  sutured  and  no  bad  results 
followed  By  all  the  methods  a  number  of  cases  relapsed  ;  many 
were  traced,  and  it  was  found  that  a  large  number  relapsed, 
some  60  per  cent. 

Surgery  of  the  Kidney. 
mphrorrhaphy.-Dr.  W.  Keen,  at  the  above-mentioned  meet- 
ing of  the  American  Surgical  Association,  read  a  paper  on 
Nephrorrhaphy.    He  stated  it  was  always  congenital,  and  more 
common  than  was  thought.  He  had  collected  128  cases  of  opera- 
tions for  the  fixation  of  these  kidneys,  including  4  operated  on 
by  himself    Amongst  these  128  operations  there  were  4  deaths 
The  methods  of  fixation  are-(l)  By  passing  stitches  through 
the  fatty  envelope  of  the  kidney.    (2)  By  stitching  through  the 
fibrous  capsule  of  the  kidney.    (3)  By  passing  stitches  through 
the  parenchyma  of  the  kidney.  (4)  Splitting  and  stripping  back 
the  capsule  to  obtain  cicatricial  union  between  the  raw  kidney 
substance  and  the  surrounding  tissues.    The  author  favors  he 
third  method  of  operation.    Silk  sutures  should  be  used  and  the 
external  wound  should  not  be  sutured  as  it  closes  quickly.  The 
patient  should  be  kept  in  bed  for  a  month,  and  when  she  begins 
to  go  about  a  well-fitting  elastic  bandage  should  be  worn. 

Bend  Calculus  ivith  an  unusual  nucleus.-T>r.  Kendal  Franks 
(Brit  Med.  Jour.,  July  5th,  1890)  reports  a  case  of  renal  cal- 
culus removed  from  a  man  aged  22,  with  a  common  sewing  needle 
as  a  nucleus.  How  it  got  there  he  was  unable  to  say  ;  there  is 
a  history  of  his  having  swallowed  a  needle  when  a  little  boy. 

After  History  of  Cases  of  Nephrectomy  -Dr    Mo  t  re 
corl;   the  case' of  a  patient  who   was   admitted   into  the 
hospital  with  severe  vomiting,  pain  and  feverishness  ;  he  was 
deeply  iaundiced.    Urine  was  passed  in  considerable  quantity 
Sd  with  bile,  and  as  there  was  a  difference  of  opinion  as  to 
he  cau'c  of  the  symptoms,  operation  was  not  resorted  to.  Nine 
lears  b  0  e  his  lift  kidney  was  removed  by  Mr.  Barwel  for 
c  lculou  pyelitis.  The  patient  died  about  ten  days  after  admis- 
io    an       be  autops/a  stone  was  found  in  the  ureter  one  and 
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a  half  inches  beyond  the  pelvis.  The  right  kidney  was  enor- 
mously enlarged  and  weighed  1  lb.  5  oz.  There  was  no  evidence 
of  obstruction  of  the  bile  ducts,  the  non-obstructive  jaundice  being 
the  result  of  the  impacted  calculus. 

In  the  N.T.  Med.  Record  for  August  2nd,  1890,  a  case  is 
reported  by  myself  of  the  after  history  of  a  case  of  nephrectomy. 
I  removed  the  left  kidney  from  a  woman  aged  24,  in  1885,  for 
calculous  pyelitis.  She  remained  well  for  three  years,  when  pus 
began  to  appear  in  the  urine,  accompanied  by  pain  in  right  side. 
Exploration  was  advised  and  declined.  She  was  fairly  well  not- 
withstanding that  at  times  she  passed  large  quantities  of  pus  in 
the  urine.  In  April  1890  she  was  confined  of  her  third  child 
since  the  operation  ;  from  this  time  she  rapidly  sank,  and  only 
lived  a  few  days  after  admission  to  hospital,  passing  but  4-10 
ounces  of  urine  in  the  twenty-four  hours.  At  the  autopsy  the 
right  kidney  was  found  greatly  enlarged,  the  upper  half  con- 
verted into  a  series  of  suppurating  sacs,  whose  outlet  was  blocked 
by  a  calculus  weighing  150  grains.  Several  small  calculi  were 
found  in  the  sacculi. 

Excision  of  Kidney  for  Roematuria. — Dr.  W.  D.  Hamilton, 
in  an  article  entitled  A  Re-port  of  Seven  Operations  on  the 
Kidneif  -  {N.T.  Med.  Jour.,  Aug.  16,  1890),  mentions  a  case 
in  which  he  diagnosed  renal  calculus  on  account  of  numerous 
attacks  of  renal  colic  and  hsematuria.  On  cutting  down,  no 
renal  calculus  could  be  discovered,  so  the  wound  was  closed  and 
patient  rapidly  recovered.  In  a  short  time,  however,  the  pain 
and  hsematuria  returned,  so  a  second  operation  was  undertaken. 
The  kidney  was  incised  and  still  no  stone  found,  so  it  was  re- 
moved, and  on  examination  no  reason  could  be  found  for  the 
bleeding,  the  organ  appeared  to  be  perfectly  healthy,  and  no 
calculus  could  be  discovered.  The  patient  recovered  from  the 
operation  and  has  been  well  ever  since.  The  author  states,  as 
a  justification  of  the  operation,  the  fact  that  the  young  woman, 
who  had  been  a  confirmed  invalid  for  three  years,  is  now  restored 
to  health  and  usefulness. 

In  the  same  N.  Y.  Med.  Journal  Dr.  F.  Tilden  Brown  reports 
a  Case  of  Severe  Rcematuria  treated  by  Nephrectomy.  In  this 
case  the  patient,  a  married  lady  aged  26,  had  several  very  severe 
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attacks  of  hsematuria  with  excessive  pain,  and  produced  by  sudden 
exertion.    The  urine  also  contained  pus.    Renal  calculus  was 
diagnosed,  and  Dr.  McBurney  cut  down  on  the  kidney,  explored 
it  thoroughly,  but  could  not  discover  anything  wrong.    He  at 
once  proceeded  to  excise  the  organ.    The  patient  recovered 
and  was  completely  relieved  of  her  symptoms.    The  kidney  was 
examined  by  Dr.  Delafield,  who  found  the  mucous  membrane  of 
the  pelvis  considerably  thickened  and  its  free  surface  somewhat 
roughened.    There  was  also  a  growth  of  small-celled  tissue  be- 
neath the  epithelium,  which  in  places  iormed  small  papillae. 
There  existed  evidently  a  chronic  pyelitis,  and  from  the  mucous 
membrane  thus  altered  he  thought  much  bleeding  might  come. 
He  thought  this  had  originally  been  produced  by  a  calculus 
which  had  escaped  in  the  blood-clots.    These  cases  are  most 
puzzhng,  and  one  is  quite  justified  in  cutting  down  on  the  kidney 
when  there  is  pain  and  pus  and  blood  in  the  urine.    I  cut  down 
in  such  a  case  some  three  months  since,  carefully  explored  the 
kidney  with  sound,  and  incised  the  organ  and  explored  carefully 
with  the  finger  but  found  nothing.    The  patient  recovered  from 
the  operation  and  is  now  well,  has  no  pain,  and  no  pus  or  blood 
in  the  urine     Before  the  operation  the  patient  was  unable  to 
move  about  on  account  of  the  severe  pain  and  the  haematuria 
which  took  place  on  the  slightest  exertion. 

General  Surgery. 
Sterilization  of  Oatgut.-J)v.  Geo.  R.  Fowler  QN.  F  Med. 
Record  Aug.  16th,  1890)  states  that  catgut  may  be  perfectly 
sterilized  by  boiling  in  strong  alcohol  for  one  hour  ;  it  is  not  in 
anyway  deteriorated  by  this  process.  The  catgut  is  wound  on 
ordinary  small  wooden  spools  which  have  been  previously  boiled 
in  a  solution  of  soda.    One  pint  of  alcohol  is  sufficient  for  steri- 

Hzin'^  fifty  metres  of  catgut.  u  u  of 

aJ  the  recent  meeting  of  the  International  Congress  held  at 
P,Prlin  Prof.  Billroth  read  a  paper  on  resection  of  the  stomach 
and  intestines  ;  140  cases  were  recorded  which  had  come  under 
h^^n  observation.  Twenty  cases  of  pyloric  resection  had 
been  operated  on  by  himself,  half  of  which  died  from  the  opera- 
tion itself    All  were  the  subject  of  cancer.    Where  much  m- 
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filtration  existed  operation  was  almost  impossible.  Of  those  who 
had  survived  the  operation  four  or  five  had  lived  in  comparative 
comfort  for  a  few  months.  Two  cases  had  survived  for  one  year 
to  one  year  and  a  half,  one  case  had  survived  two  years,  and 
one  was  alive  five  years  after  operation.  Twenty  cases  of 
gastro-enterostomy  were  reported  ;  they  had  all  been  attended 
by  temporary  success.  On  eight  or  ten  occasions  the  caecum 
had  been  removed,  but  the  operation,  which  was  always  difficult, 
did  not  yield  satisfactory  results. 

The  Treatment  of  Pyloric  Oarcinoma. — Mr.  F.  B.  Jessett 
reports  two  cases  of  gastro-enterostomy  for  pyloric  carcinoma 
{Lancet,  July  12th,  1890),  in  which  Senn's  bone-plates  were 
used.  One  patient,  aged  61,  died  from  exhaustion  five  days 
after  the  operation  ;  the  other  patient  recovered.  Mr.  Jessett 
has  now  records  of  seven  cases  operated  on  in  this  way,  and 
none  died  from  the  operation — that  is,  although  two  died,  yet 
the  operation  was  a  success,  as  there  was  perfect  union  between 
the  stomach  and  intestines  in  both  cases.  These  cases  he  believes 
would  have  recovered  had  they  been  fed  earlier.  Mr.  Jessett 
dwells  on  the  importance  of  uniting  the  jejunum  to  the  posterior 
wall  of  the  stomach  instead  of  the  anterior  ;  he  thinks  this  avoids 
all  risk  of  kinking  of  the  intestine. 

Mr.  H.  G.  Rawdon,  of  the  Royal  Southern  Hospital,  Liverpool 
{Hosp.  Mirror  of  Lancet,  April  12th,  1890),  reports  a  success- 
ful case  of  pylorectomy  for  carcinoma.  The  stomach  was  sewed 
up  all  but  one  inch,  and  the  duodenum  was  similarly  treated ; 
then  Senn's  plates  were  introduced  and  the  parts  brought  to- 
gether. The  patient,  a  man  aged  55,  made  a  good  recovery. 
He  was  supported  by  nutrient  enemata  for  the  first  six  days. 

Dr.  W.  T.  Bull  last  April,  at  the  New  York  Hospital,  excised 
the  greater  portion  of  the  stomach  for  carcinoma.  The  cut  ends 
of  the  stomach  and  duodenum  were  sewed  up,  the  edges  being 
inverted  and  a  Lembert's  suture  employed  ;  then  the  jejunum 
was  joined  to  the  stomach  by  a  separate  operation  as  a  gastro- 
enterostomy by  Abba's  rings.  The  patient,  a  woman  aged  about 
30,  recovered  rapidly,  and  when  last  heard  of  was  quite  well. 

Expectant  Treatment  versus  Laparotomy  for  Gunshot  Wounds 
of  the  Abdomen.— Dt.  R.  W.  Keene  of  Versailles,  Kentucky, 
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reports  three  cases  of  gunshot  wound  of  the  abdomen  (K  Y.  Med. 
Record,  July  19th,  1890)  successfully  treated  without  operation. 
Case  I,  a  youth  aged  20,  was  shot  with  a  31-calibre  pistol-ball 
on  June  26th,  1888,  immediately  below  the  umbilicus.  When 
seen  next  day  there  was  considerable  pain,  some  vomiting,  and 
tympanites,  but  no  shock  ;  later,  vomiting  became  very  severe, 
but  the  bowels  moved  freely,  and  patient,  under  hypodermic  in- 
jections of  morphia,  went  on  well,  and  was  about  in  two  weeks. 
Case  II,  a  boy  aged  11,  was  shot  with  a  32-calibre  pistol-ball 
24  inches  below  and  1  inch  to  the  left  of  the  umbilicus,  on  Aug. 
3rd,  1888.    There  was  no  shock,  but  much  pain  and  some  tym 
panites.    Morphia  was  administered  on  August  6th  ;  the  tem- 
perature was  102'',  pulse  112,  and  some  tympanites.    A  saline 
purge  and  an  enema  were  given,  which  freely  moved  the  bowels. 
From  that  time  patient  recovered  without  a  bad  symptom. 
Case  III,  a  youth  aged  19,  was  shot  with  a  22-calibre  pistol-ball 
on  June  3rd,  1890,  one  inch  to  left  of  umbilicus  ;  no  shock. 
Next  day,  temperature  100°,  pulse  62  ;  no  vomiting  or  tym- 
panites.   Was  going  about  as  usual  at  the  end  of  fifteen  days. 
In  these  cases  there  was  no  indication  of  immediate  necessity  for 
operative  interference.    Dr.  Keene  did  well  in  treating  them 
expectantly. 

Surgical  Treatment  of  Tumors  of  the  Bladder.-ln  a  paper 
on  the  above  subject.  Dr.  P.  S.  Conner  of  Cincinnati  {Annals 
of  Surgery,  July  1890)  comes  to  the  following  conclusions  :- 
(1)  Only  after  operation  is  there  much  chance  for  recovery  from 
any  kind  of  vesical  tumor.    (2)  That  an  operation  should  be 
done  in  all  except  the  least  and  most  severe  cases.    (3)  lhat, 
as  a  rule,  in  males  the  bladder  should  be  opened  above  the  pubes. 
C4)  That  the  removal  should  be  made  as  complete  as  the  situa- 
tion and  extent  of  the  growth  will  permit.    Appended  is  a  table 
of  published  operations  on  the  bladder,  68  in  women  and  133  m 
men,  with  a  death-rate  of  28.3  per  cent,  by  the  perineal  opera- 
tion'and  29.4  per  cent,  by  the  supra-pubic. 

A  Simple  Method  of  Fastening  in  situ  an  mastic  Catheter 
after  Perineal  Section.-J)r.  Lauenstein  of  E^mhnvg  (Cen  ral- 
Matt  f.  Chirurgie)  says  that  for  the  purpose  of  fixing  an  elastic 
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catheter  in  the  urethra  during  the  first  few  days  following  perineal 
section  for  deep  urethral  stricture,  he  employs  the  following 
method :  A  silk  thread  is  tied  around  the  catheter  at  a  point 
opposite  the  wound  in  the  urethra,  leaving  both  ends  of  the  thread 
suflSciently  long  to  allow  their  being  passed  out  of  the  perineal 
wound  when  the  catheter  is  passed  into  the  bladder.  The  wound 
itself  is  then  packed  with  iodoform  gauze,  the  free  ends  of  the 
threads  being  finally  tied  over  the  latter ;  this  serves  the  double 
purpose  of  fixing  the  catheter  in  situ  and  retaining  in  place  the 
wound  dressing  of  iodoform  gauze.  In  a  case  reported,  the  first 
redressing  occurred  in  six  days,  and  the  catheter  was  retained 
for  twelve  days.  Healing  fer  primam  of  the  urethral  wound  took 
place,  except  at  the  points  where  the  threads  passed  out.  The 
perineal  wound  had  entirely  closed  at  the  end  of  six  weeks. — 
(^Quoted  in  Annals  of  Surgery,  July,  1890.) 

Resection  of  the  Liver  andthe.Regeneration  of  this  Organ. — 
At  the  recent  Congress  of  German  Surgeons  held  in  Berlin,  Dr. 
Ponfick  of  Breslau  reported  some  experiments  he  had  made  on 
the  liver  in  rabbits.  He  chose  the  rabbit  because  the  liver  was 
strongly  developed.  He  did  not  excise  portions  of  liver  with  the 
thermo-cautery,  but  with  catgut  ligatures.  If  a  quarter  of  the 
liver  was  excised,  the  animal  stood  the  operation  well ;  but  if 
half  the  organ  was  removed,  the  animal,  for  the  first  few  hours, 
lost  its  appetite,  became  feebler,  but  by  degrees  it  recovered, 
and  the  greater  number  survived  for  some  months  ;  100  rabbits 
were  experimented  on.  If  three-quarters  of  the  liver  were  removed 
the  disturbance  produced  was  still  greater  ;  12  rabbits  survived 
this  operation.  Dr.  Ponfick  does  not  believe  that  the  removal 
of  more  than  three-quarters  of  the  liver  is  compatible  with  life. 
The  most  remarkable  fact  noticed  in  connection  with  these  ex- 
periments was  the  rapid  regeneration  of  the  liver,  and  that  the 
amount  of  regeneration  exceeded  the  quantity  of  liver  removed. 
In  a  case  where  he  removed  three-quarters  of  the  liver  in  a  rabbit 
the  whole  right  lobe  was  regenerated  and  increased  in  volume  ; 
it  presented  an  irregular  surface.  This  reproduction  is  very 
rapid.  In  one  case  the  rabbit  was  killed  five  days  after  excision 
of  a  portion  of  the  liver,  and  on  examination  the  regenerated 
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portion  amounted  to  80  per  cent,  of  the  amount  removed.  In 
all  his  operations  he  never  had  any  peritonitis.— (Z^a  Semame 
MSdicale,  16  April,  1890.) 

miologyand  Surgical  Treatment  of  Septic  Peritonitis.— 
In  an  editorial  in  the  Annals  of  Surgery  by  Dr.  Geo.  N.  Fowler 
an  extract  is  given  of  Reichel's  paper  on  the  above  subject 
(-Deutsche  Zeitschrift  f.  CUrurgie,  Bd.  xxx).    The  absence  of 
evidences  of  peritoneal  inflammation  in  those  who  have  died  after 
laparotomy  does  not  necessarily  combat  the  beUef  that  the  cause 
of  death  was  due  to  septic  intoxication,  for  it  is  observed  that 
persons  dying  from  ileus  and  with  intestinal  paralysis  resulting 
therefrom  perish  from  sepsis  before  the  occurrence  of  peritonitis. 
In  experiments  on  animals  Reichel  found  wide  and  unexplainable 
differences  in  individuals  in  respect  to  the  susceptibility  of  the 
animal  itself,  as  well  as  to  the  ability  of  the  peritoneum  to  absorb 
septic  material.    Reichel's  studies  upon  septic  peritonitis  follow- 
ing laparatomy  are  based  on  174  cases  occurring  at  the  Berlin 
Gynaecological  Clinic.    In  general,  the  simpler  and  more  uncom- 
plicated the  operative  procedure  the  more  uninterrupted  the 
course  of  recovery  and  the  better  the  prognosis.  Abdommal 
ascites,  or  the  presence  of  fluid  which  has  escaped  from  cysts  in  . 
the  peritoneal  cavity,  is  an  unfortunate  comphcation,  at  least 
22  per  cent,  of  the  fatal  cases  dying  from  sepsis  arising  from 
this  cause.    Exploratory  incision  in  those  cases  which  proved  to 
be  malignant  seems  to  have  been  not  without  danger,  20  per  cent, 
dying  from  infection  following  these  operations.    Peritomtis  aris- 
ing from  the  bursting  of  the  pedicle  of  an  ovarian  cystoma  does 
not  necessarily  give  rise  to  sepsis  nor  increase  the  danger  thereto, 
save  that  it  gives  rise  to  a  large  number  of  adhesions  and  in- 
creases thereby  the  amount  of  wound  surface  exposed  by  the 
operation.    The  belief  of  Kummel  that  even  in  the  most  care- 
fully conducted  antiseptic  laparotomy  germs  will  find  their  entry 
nto  the  peritoneal  cavity  is  supported  by  Reichel.    The  expla- 
nation of  the  immunity  from  sepsis  which  these  patients  enjoy  is 
Tbe  found  in  the  Rapidity  with  which  the  effused  peritonea 
fluids  with  the  germs  are  taken  up  by  the  serous  membranes  and 
transferred  to  the  blood  cun-ent,  from  which  latter  they  are 
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readily  eliminated  The  method  of  Mikulicz  of 

packing  iodoform  gauze  into  the  peritoneal  cavity  is  objected  to 
on  account  of  the  danger  of  iodoform  poisoning  as  well  as  those 
■which  may  arise  from  removal  of  the  gauze.  There  is  also  danger 
of  ventral  hernia.  Experimental  attempts  to  successfully  treat 
septic  peritonitis  artificially  produced  in  animals  were  almost 
entirely  without  success.  Irrigation  of  the  peritoneal  cavity 
with  sublimate,  chloroborate  of  soda,  salicylic  acid,  etc.,  were 
useless.  The  animals  quickly  perished.  Laparotomy  performed 
after  the  introduction  of  faecal  matter  for  the  purpose  of  cleansing 
the  peritoneal  cavity,  and  prior  to  the  development  of  peritonitis, 
resulted  in  the  same  way.  Irrigation,  says  Reichel,  is  not  only 
useless,  but  even  in  healthy  animals  proved  to  be  injurious. 
Somewhat  better  results  were  obtained  by  sponging  gently  the 
peritoneal  surfaces  with  bunches  of  gauze  and  employing  the 
gauze  in  the  drains  of  Mikulicz.  In  nine  experiments  on  dogs, 
two  recovered  by  these  means.  The  author  is  skeptical  con- 
cerning the  value  of  surgical  treatment  of  peritonitis,  except 
where  the  septic  peritonitis  is  encapsuled,  due  to  intestinal  per- 
foration, and  in  which  there  exists  an  early  opportunity  of 
cleansing  the  cavity  and  closing  the  perforation. 

Operative  Treatment  of  Dislocations  Irreducible  by  Ordinary 
Means.— Mr.  Mayo  Robson  {Lancet,  July  26th,  1890)  gives 
notes  of  several  cases  of  dislocation  which  after  ordinary  means 
of  reduction  had  failed.  Joints  were  explored  through  an  in- 
cision and  either  reduced  or  otherwise  treated.  In  one  case, 
that  of  a  boy  aged  11,  who  was  seen  four  weeks  after  a  disloca- 
tion of  the  elbow  backwards,  an  incision  was  made  four  inches 
in  length  over  the  elbow  joint ;  the  triceps  tendon  was  divided 
and  the  joint  opened.  It  was  then  seen  that  the  coronoid  pro- 
cess was  broken  off  and  fractured  into  two  parts,  one  being 
attached  to  the  brachialis  anticus  and  the  other  to  the  stump  of 
the  coronoid  process.  The  external  lateral  ligament  was  rup- 
tured, and  through  the  rent  the  head  of  the  radius  was  thrust. 
On  division  of  the  ligament  the  dislocation  was  reduced,  the 
parts  slipping  easily  into  position.  The  joint  was  well  irrigated 
with  sublimate  solution,  the  triceps  tendon  stitched,  and  the 
wound  closed.    The  arm  was  put  up  on  an  internal  rectangular 
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splint.    The  wound  healed  by  first  intention,  and  two  months 
later  the  patient  had  a  good,  freely  movable  and  useful  elbow 
joint.    In  another  case  of  dislocation  of  the  elbow,  the  capitellum 
of  the  humerus  was  broken  off  and  fixed  to  the  coronoid  fossa  by 
callus,  so  to  get  a  movable  joint  the  lower  end  of  the  humerus 
had  to  be  removed.    The  patient  recovered  with  a  good,  useful 
elbow.    In  a  case  of  dislocation  of  the  right  hip  backwards  in  a 
man  aged  35,  in  which  reduction  failed  by  manipulation  and 
pulleys,  the  head  of  the  femur  was  cut  down  upon  and  freed 
from  its  attachments,  and  still  reduction  could  not  be  accom- 
plished    On  further  examination  it  was  found  that  the  acetabu- 
lum was  filled  with  callus  ;  the  head  of  the  femur  was  therefore 
removed  and  the  limb  brought  into  fair  position,  and  was  kept 
there  by  a  splint.     After  nine  months  the  patient  could  move 
his  thigh  freelv,  and  could  walk  well  with  the  aid  of  a  stick.  In 
conclusion,  the  author  says  he  has  never  seen  any  harju  but 
always  benefit,  result  from  this  operative  treatment,  and  he  feels 
justified  in  advocating  a  resort  to  operation  m  all  cases  of  irre- 
ducible dislocation,  when  the  general  condition  of  the  patient  is 
such  as  to  warrant  belief  that  he  will  bear  operation. 

New  Operation  for  Prolapsus  or  Procidentia  of  the  Kectum. 
-Brigade-Surgeon  McLeod,  of  the  Indian  Medical  Service  re- 
lates a  case  of  prolapse  of  the  rectum  {Lancet,  July  19th,  90) 
in  a  Hindu  youth  of  19  years,  for  which  he  performed  a  new 
operation  after  trying  various  other  methods    The  surface  of 
the  prolapse  having  been  washed  well  in  a  1-40  solution  of  car- 
bolic acid,  it  was  reduced  and  the  left  hand  passed  up  into  the 
abdomen,  and  the  fingers  made  prominent  above  Poupart  s  liga- 
ment, care  being  taken  to  remove  the  small  intestine  mwards^ 
A  long  steel  acupressure  needle  was  now  passed  through  the 
abdominal  parietes  into  the  cavity  of  the  gut,  guided  across  its 
interior  by  the  fingers,  and  passed  outwards  unul  it  emerged 
abouTthree  inches^om  its  point  of  entrance.    This  needle  was 
daced  parallel  to  and  about  an  inch  above  Poupart  s  ligament 
another   eedle  was  inserted  through  the  bowel  and  abdominal 
wa  about  three  inches  above  this  one,  and  rather  external  to  it, 
To  as  to  secure  the  intestine  in  an  obUque  position  from  below 
upwa  s  nd  outwards.    The  upper  end  of  the  rectum  or  the 
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lower  end  of  the  sigmoid  flexure  was  thus  temporarily  fixed  in 
the  desired  position  by  these  two  needles.  The  hand  was  now 
withdrawn  from  the  rectum  and  the  permanent  stitching  pro- 
ceeded with.  An  incision  about  three  inches  long  was  made 
between  the  needles,  at  right  angles  to  them,  and  in  the  long  axis 
of  the  intestine,  as  near  the  middle  of  the  affected  part  as  pos- 
sible. The  abdominal  wall  was  divided  until  the  parietal  peri- 
toneum was  reached.  The  left  hand  was  now  introduced  into 
the  interior  of  the  bowel  to  avoid  puncture  of  the  mucous  mem- 
brane, and,  guided  by  the  fingers  inside  the  bowel,  two  series  of 
loops  of  silk  thread  were  inserted,  four  on  each  side,  about  an 
inch  apart.  The  lips  of  the  abdominal  wound  were  brought  to- 
gether by  another  row  of  stitches,  with  intermediate  horse-hair 
ones,  which  also  penetrated  the  outer  walls  of  the  intestine.  The 
patient  recovered  perfectly,  and  six  weeks  after  operation  was 
walking  about  apparently  as  well  as  ever,  the  rectum  remaining 
in  good  position.  It  remains  to  be  seen  whether  the  cure  will 
be  a  permanent  one. 

Treatment  of  Tubercular  Joint  Disease.— The  latest  methods 
for  the  treatment  of  tubercle  have  mostly  taken  the  form  of  in- 
jections of  antiseptic  fluids.    This  has  especially  been  the  case 
with  regard  to  tubercular  disease  of  joints.    Bruns  and  Krause 
(Centralblatt  f.Ohirurgie,  No.  25,  proceedings  of  German  Sur- 
gical Congress,  1890)  speak  in  the  highest  terms  of  the  success 
of  this  treatment.    Bruns  has  treated  50  cases,  in  all  of  which 
there  was  more  or  less  improvement.    Krause  gives  the  results 
of  60  cases,  the  disease  being  far  advanced  in  them  all ;  of  this 
number  13  were  perfectly  cured,  no  fresh  attack  occurring  after 
one  year.    In  the  remaining  cases,  improvement  was  manifested 
m  nearly  all ;  two  died,  one  from  advanced  phthisis  and  another 
from  acute  miliary  tuberculosis.    The  best  results  were  obtained 
when  the  knee  was  the  joint  attacked.    In  cases  of  tuberculous 
hip-jomt  disease,  ankylosis  nearly  always  occurred.  In  two  cases 
of  severe  coxitis  with  numerous  abscesses,  erosion  of  cartilac^e 
and  displacement  of  the  articular  surfaces,  most  satisfactory 
results  were  obtained.   The  treatment  is  easy  to  carry  out.  The 
injections  are  made  with  a  strong  exploring  needle.  The  solution 
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recommended  by  Brans  is  one  part  of  iodoform  to  10  or  20  of 
rorne.    Krause  recommends  a  10  per  cent,  muture  of  .ater 
Iodoform,  or  a  10  p.c.  emulsion  of  iodoform  and  glycerme. 
The  injections  shonld  be  made  at  mtervals  of  two  to  fonr  weeks 
accord  ng  to  severity  of  case  ;  four  injections  w,ll  general^  1^ 
foTd  nfflcient.    After  injection,  free  movement  of  .,omt  sirould 
be  made  to  distribute  the  solution.    It  pus  be  present,  fir  t 
evacuate  with  trocar.  The  relief  felt  by  patient  ,s  almost  ,mme- 
diate.— (£a»«e«,  J"ly  1^*'  ^^^^'^ 
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New  Methods  of  Treating  Cancer. — Dr.  Poucel,  in  an  article 
(^La  Semaine  M4dicale,  Sept.  10th,  1890)  on  the  Curability 
Diseases  apparently  Cancerous  hy  the  Interstitial  Injection  of 
Bichloride  of  Mercury,  states  that  he  has  lately  been  conducting 
a  series  of  experiments  in  the  H8pital  de  la  Conception  at  Mar- 
seilles.   He  has  obtained  rapid  cure  in  a  case  of  malignant  pus- 
tule three  days  old  by  the  injection  of  sublimate.    These  injec- 
tions proved  to  him  (1)  the  harmlessness  of  bichloride  as  regards 
the  tissues,  and  (2)  its  efficiency  in  destroying  microbes  absorbed 
by  the  lymphatics.    It  occurred  to  him  that  this  form  of  treat- 
ment was  indicated  in  cancerous  diseases,  since  the  microbe  (if 
there  be  one)  is  carried  by  the  same  channels,  viz.,  the  lym- 
phatics.   He  submitted  seven  patients  suffering  from  cancer  to 
this  treatment.    The  first  patient,  with  cancerous  ulceration  of 
the  right  breast  which  had  lasted  six  months,  had  the  nipple 
retracted  and  the  whole  gland  was  nodular  and  indurated.  The 
axillary  glands  were  involved  and  there  were  some  nodules  in 
the  skin.    On  the  19th  of  February  injections  were  commenced 
into  the  tumor,  preferably  at  the  most  indurated  points.  Three 
milligrammes  of  bichloride  in  solution  (in  three  syringes-full  of 
one  gramme  each  with  six  punctures)  were  injected.  There  was 
no  salivation,  but  a  certain  degree  of  inflammation  of  the  breast. 
A  month  later  the  patient  returned  with  the  tumor  much  reduced 
m  volume.    The  injections  were  renewed  on  the  12th  of  March 
and  the  three  following  days.    The  breast  became  much  softer 
and  more  normal  in  appearance,  and  the  tumor  could  with  diffi- 
culty be  distinguished.    The  nodules  on  the  skin  were  next  in- 
jected ;  four  hours  after  the  injections  the  nodules  had  disap- 
peared.   Some  time  afterwards  the  patient  died  of  angina  pec- 
toris.   Two  other  patients  were  treated  without  success— an 
old  man  aged  81,  with  osteo-sarcoma  of  the  tibia,  and  a  very 


^8 


a.ed  woman  with  extensive  disease  of  the  breast.  His  fourth 
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in  text-books,  which  is  an  exceedingly  painful  application,  and 
simply  chars  and  hardens  the  tissues.    The  application  of  the 
Nordhausen  acid  is  not  nearly  so  painful,  and  under  its  powerful 
hygroscopic  action  the  tissues  almost  disappear  and  what  remains 
of  them  becomes  a  soft,  cheesy,  non-adhesive  mass  of  cells  (?) 
which  crumbles  away  when  touched.    Dr.  Pritchard  describes 
the  application  of  this  wonderful  paste  by  giving  notes  of  a 
recent  case  treated — cancer  of  the  right  breast  in  a  woman 
aged  68,  which  had  lasted  four  months.    The  nipple  was  re- 
tracted and  the  area  for  two  inches  around  it  ulcerated.  The 
skin  was  adherent  over  the  tumor.    No  enlarged  glands  in  the 
axilla.    On  the  evening  of  the  17th  of  May,  1890,  the  tumor 
was  well  painted  over  with  a  blistering  fluid  and  the  patient  was 
given  a  one-grain  opium  pill.    On  the  morning  of  the  18th  the 
epidermis  over  the  blistered  area  was  easily  removed,  leaving  a 
raw  absorbing  surface.    Over  this  a  small  quantity  of  the  hydro- 
chlorate  of  cocaine  was  applied  ;  it  is  not  safe  to  use  more  than 
than  1^  grains.  At  the  same  time  one-sixth  of  a  grain  of  morphia 
was  injected  subcutaneously.    After  waiting  about  ten  minutes 
for  the  cocaine  to  become  absorbed,  a  cake  of  the  paste,  freshly 
made,  about  one  inch  thick  and  sufficiently  large  to  cover  the 
whole  of  the  tumor,  was  applied.    Dr.  Pritchard  says  it  usually 
takes  from  10-20  minutes  for  the  Michel  paste  to  destroy  the 
skin,  and  during  this  time  the  patient  suffers  intense  pain  unless 
cocaine  is  used.    In  the  case  narrated  the  patient  absolutely 
did  not  feel  it,  and  by  the  time  the  local  effect  of  the  cocaine 
was  passing  off  the  skin  had  been  destroyed  and  the  hypodermic 
injection  of  morphine  was  beginning  to  have  its  proper  effect. 
The  paste  was  applied  at  10.30  a.m.  and  the  tumor  was  com- 
pletely destroyed  by  5.30  p.m.  without  the  loss  of  a  single  drop 
of  blood.    The  cavity  was  cleaned  out  and  filled  with  asbestos, 
covered  over  with  lint  and  zinc  ointment,  and  then  left  for  the 
night.    The  patient  slept  well,  sat  up  next  day,  and  since  the 
operation  has  had  no  rise  of  temperature.    According  to  our 
author.  It  usually  takes  twelve  days  for  the  eschar  to  separate, 
and  during  the  latter  part  of  this  time  the  wound  should  be  well 
syringed  twice  a  day  with  a  weak  solution  of  permanganate  of 
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who  use  them,  is  simply  marvellous.    One  can  hardly  believe 
that  the  cases  described  were  all  of  a  cancerous  nature,  for  in 
none  were  the  axillary  glands  enlarged.    Now  this  fact  is  re- 
markable, and  few  general  surgeons,  I  imagine,  operate  in  cases 
of  genuine  cancer  of  the  breast  without  finding  that  in  a  very 
large  proportion  the  axillary  glands  are  affected,  even  when 
the  disease  is  in  its  early  stage.    Quite  recently  I  operated 
on  two  cases  of  breast  cancer  which  had  only  been  noticed 
for  some  three  or  four  weeks,  and   yet  in  both  cases  the 
axillary  glands  proved,  on  microscopic  examination,  to  be  affected 
with  scirrhus  and  not  merely  enlarged  by  inflammatory  action. 
Dr.  Pritchard's  cases  are  given  very  loosely  ;  the  age  of  the 
patient,  duration  of  disease,  etc.,  are  mentioned  in  two  cases 
only.    Where  patients  refuse  to  submit  to  the  knife,  and  where 
the  disease  is  absolutely  localized  to  the  breast,  this  treatment 
by  Michel  paste  is  worth  a  trial.    No  doubt  the  great  success 
claimed  by  men  such  as  Bougard  of  Belgium  is  due  to  the  care- 
ful selection  of  cases,  and  to  the  fact  that  they  see  the  cases 
very  early.    Bougard*  reports  62  cases  out  of  162  patients 
operated  on,  a  period  of  three  years  having  elapsed  since  the 
removal  of  the  disease.    In  58  of  the  62  cases  the  disease  was 
confined  to  the  breast  alone,  and  the  tumors  were  not  adherent 
to  the  skin  or  the  parts  below,  hence  the  stage  of  the  disease  was 
an  early  one.    In  hospital  practice  especially  it  is  very  rare  to 
get  a  patient  with  cancer  of  the  breast  who  has  not  an  accom- 
panying involvement  of  the  axillary  glands,  and  hence  the  sta- 
tistics based  on  hospital  experience  are  usually  unfavorable  ; 
much  more  so  than  if  taken  from  results  obtained  in  private 
practice. 

Surgery  of  the  aall- Bladder. —KnmmeW,  in  an  interesting 
and  lengthy  article  (Deutsche  Med.  Wooh.,  1890,  No.  15), 
which  is  quoted  in  the  Annals  of  Surgery  for  October,  1890,' 
says  operative  interference  is  indicated  in  cases  of  formation  of 
gall-stones  and  their  sequelae,  hydrops,  empyema  of  the  gall- 
bladder, closure  of  the  common  duct,  and  also  in  cases  of  tumors 
preventing  the  flow  of  bile.    Interferencejsnotso  necessary  in 

*  See  Butlin  on  "  Operative  Surgery  in  Malignant  Disease,"  1887. 
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cases  of  gall-stone  with  biliary  colic  as  in  cases  where  the  calculi 
set  up  inflammation  in  and  around  the  gall-bladder  causmg 
adhesions,  ulcerations,  perforations,  etc.    A  case  is  cited  where 
the  (.all-bladder  was  so  distended  that  it  was  mistaken  for  a  right 
ovarian  cyst,  and  this  after  an  examination  under  ether.  Iwo 
days  subsequently  patient  had  severe  pain  in  abdomen,  vom.tmg 
ani  collapse,  of  which  she  shortly  died.    On  opemng  the  abdo^ 
men  after  death  it  was  found  fall  of  purulent  fluid,  m  which  was 
a  great  number  of  gall-stones.    The  tumor,  which  of  course 
was  a  distended  gall-bladder,  reached  down  to  the  pelvis  and  was 
adherent  to  the  right  ovary.    [I  saw  one  such  case  some 
years  ago,  where   the  tumor  was  diagnosed  as  ovarian_ 
Operation  wa.  declined,  and  at  the  autopsy  the  ^^^7  f°™^ 
to  be  an  immensely  distended  gall-bladder,  attached  by  its 
extremity  to  the  right  side  of  the  uterus.  The  patient  was  under 
the  care  of  the  late  Dr.  John  Bell.] 

Another  good  reason  for  operation  is  closure  of  the  common 
duct  with  chotemia.    Cases  of  simple  biliary  colic  are  easy  of 
dbgnosis,  but  the  slew  chronic  cases,  with  closure  of  the  cys^c 
duct  are  more  difficult.    Jaundice  is  absent,  and  patent  com- 
dain's  for  a  long  time  of  pain  in  the  right  side  or  m  the  region 
!  the  U ver    If  it  is  possible  to  feel  the  tumor  under  the  free 
le  0  the  liver,  this  is  a  great  help  to  diagnosis    In  empyema 
:  'gallbladder  there  is  a  tumor,  absence  of  jaundice  ong  ex  st^ 
ence  of  paroxysmal  pains,  and  the  presence  of  dull  heavy 
nr  Lre  iu  the  hepatic  region.    Should  the  common  duct  be 
there  is  of  coarse,  jaundice  and  a  history  of  previous 
t'  o  bifarv  colic     The  difl'erential  diagnosis  between 
::::    ^  th  ver ta  tho.  of  other  organs  is  difficult  and 
oten  mpossible.    Of  all  the  operations,  choleeysto  omy  is  w  h 
It  d  uM  the  oldest  and  safest.    Cholecystectomy  is  an  opera- 
ton  which  is  most  radical,  but  often  most  difficult  when  sur- 
rounded  hy  adhesions.    It  would  be  a  most  radical  operation 
•f  , he  formation  of  gall-stones  took  place  only  in  the  gaU- 
'bladde^ r:  it  is  well  authenticated  that  gall-stones  may  be 

^na';apt'b7the  writer  ,Anr^>  of  Sur„,^o..  1890)  on 
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cholecystotomy,  a  case  is  related  where  the  diagnosis  was  most 
obscure,  the  tumor  being  taken  for  one  connected  with  the  bowel, 
and  from  the  history  and  appearance  of  the  patient  probably 
malignant.  Yet  on  opening  the  abdomen  the  gall-bladder  was 
found  to  be  made  up  of  a  large  mass  of  inflammatory  tissue  con- 
taining three  large  gall-stones,  and  the  chief  part  of  the  tumor 
consisted  of  an  elongated  portion  of  liver  commonly  called  the 
lacing  lobe.  The  tumor  was  freely  moveable,  and  was  situated 
to  the  left  above  the  umbilicus.  The  patient  made  a  rapid 
recovery,  the  biliary  fistula  closing  on  the  15th  day. 

Dr.  J.  C.  Reeve,  jr.,  of  Dayton,  Ohio,  reports  a  case  of 
cholecystotomy  {Cincinnati  Lancet- Ulinic,  Aug.  23rd,  1890). 
The  patient  was  a  woman  aged  H9,  and  had  a  tumor  in  the  right 
lumbar  region  of  the  abdomen.  It  was  supposed  to  be  a  dis- 
tended appendix  or  colon,  and  it  was  not  until  an  exploratory 
incision  was  made  that  the  swelling  was  recognized  as  a  distended 
gall-bladder.  The  bladder  was  stitched  to  the  abdominal  walls, 
and  six  days  after  the  gall-bladder  was  opened  without  anaes- 
thesia ;  a  pint  of  clear  fluid  was  evacuated  and  a  small  stone 
removed.  The  patient  made  a  rapid  recovery,  the  biliary  fistula 
closing  in  three  weeks. 

Abscess  of  the  Liver.— In  a  clinical  lecture  at  Hyderabad  by 
Surgeon  Leahy,  F.R.C.S.,  Eng.  {Lancet,  Kxxg.  23rd,  1890),  he 
stated  that  he  had  treated  fifteen  cases  of  liver  abscess  by  free 
incision  and  drainage  under  antiseptic  precautions,  with  only  two 
deaths.  The  drainage-tube  should  be  large,  and  as  soon  as  the 
discharge  from  the  cavity  of  the  abscess  is  sufficient  only  to 
stam  the  dressings,  it  should  be  removed. 

Resection  of  the  Liver.— a  recent  meeting  of  the  Academy 
of  Medicme  of  Paris  {Lancet,  Aug.  23rd,  1890),  M.  Terillon 
recorded^  the  case  of  a  woman,  aged  53,  who  was  admitted  into 
the  balpetri^re  suffering  from  a  painful  tumor  in  the  hepatic 
region.  History  of  four  years' duration.  An  exploratory  punc 
ture  was  made  into  the  swelling  and  some  fluid  resembling  that 
ot  a  hydatid  cyst  was  drawn  off.  Laparotomy  was  determined 
upon  and  performed  April  1st.  A  portion  of  the  liver  about  the 
size  ot  two  fists  was  drawn  outside,  and  was  found  to  be  riddled 
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with  innumeraMe  small  hydatid  cysts,  so  it  was  resolved  to  resect 
this  part  of  the  hver.  Around  the  base  of  the  growth  was  placed 
an  elastic  Kgature,  mi  thus  an  artificial  pedicle  was  created 
The  tumor  was  separated  from  the  body  of  the  organ  and  fixed 
outside  the  abdomen.    Seven  days  were  allowed  to  elapse  to 
give  time  for  adhesions  to  organize  and  shut  out  the  peritoneal 
cavity     At  the  end  of  this  time  the  now  gangrenous  tumor  was 
removed  with  the  ligature.    In  six  weeks  the  wound  was  com- 
pletely healed  and  the  patient  had  regained  her  usual  strength 

""b^^vIi./ Pancreas  for  O^^noma.-H^SS^  records  acase 
of  femoval  of  the  pancreas  tor  cancer.  Pafent  a  woman 
60  c™  e  under  treatment  for  gastric  symptoms,  oss  of  appetUe, 
constipation,  and  pain  radiating  from  the  ep.gastrmm  A  tumor 
wTs  found  between  the  umhihcus  and  left  hypochondrmm,  hard, 
Ts  stenrand  somewhat  movable.  Eetro-peritoneal  sarcoma  was 
d  »tsed  Laparotomy  was  performed  and  the  removal  of  th 
gS  undertaken.  The  growth  was  found  to  be  pancreas  the 
^      r    •        novpmnmR     The  patient  made  a  rapid  recovei ) , 

;:^ir:^:d  oXuitL^  res„it.-«.. 

CiroMiar,  Oct.  1, 1890. 

describes  iCentralilatt  f.  Chirurgie,  No.  11, 1890)  Ins  metbod 
0  performing  gastrostomy  by  fixing  the  stomach  "  8| 

Son  parallel  to  and  1  ".T:  :;      i  ■ 

i„  the  fore  part  of  the  8th  '^^  'Z^,  „f  the 

is  made  in  the  8th  mtercostal  ^P^"^' *Vai,ection  from 
8th  and  9th  ^rneum  i^^^^^^         at  this 

above  downwards,    f  P^'j' P  ^   spreading  forceps, 

point  by  forceps  or  kn.fe  ''"^  ^'^^^^^and  are  introduced  into 
The  thumb  and     -  ^ng«  of  the  lef  ban         ^  ^^^^^ 

^  rr i;t  ^^^^^^ 
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dressing  forceps  and  drawn  through  the  8th  intercostal  space 
until  the  stomach  projects  1  centimetre  beyond  the  skin.  If 
some  days  are  to  elapse  before  opening  the  stomach,  it  is  fastened 
to  the  SJjin  with  sutures  which  pass  through  the  serous  membrane 
only ;  but  if  an  immediate  opening  is  necessary,  the  sutures 
must  go  through  the  whole  thickness  of  the  stomach.    By  ex- 
periments on  cadavers  Hahn  found  that  there  was  [no  danger  in 
wounding  the  diaphragm  if  the  incision  were  made  between  the 
8th  and  9th  costal  costal  cartilages.    The  advantages  are  :  (1) 
a  small,  contracted  stomach  is  found  with  great  certainty  and 
can  be  fixed  with  less  dragging  ;  (2)  the  adhesion  seems  stronger 
and  more  sure  than  when  the  abdominal  incision  is  made,  and 
the  contents  of  the  stomach  do  not  come  into  contact  with  the 
parietes  to  the  same  extent  as  in  older  methods ;  (3)  nutrition 
is  better  established,  because  the  food  is  introduced  at  some  dis- 
tance from  the  pylorus ;  and  (4)  no  obturator  or  other  means 
of  closing  the  opening  are  needed  afterwards,  because  the 
proximity  of  the  cartilages  prevents  the  fistula  becoming  larger. 

Partial  Unterocele.—Dr.  Rudolf  Trjebuky  of  Cracow  ( Wien. 
Med.  Woch.,  Oct.  11,  1890)  reports  a  case  of  strangulated 
femoral  hernia,  in  which  it  seems  to  have  been  clearly  demon- 
strated during  the  operation  of  kelotomy  that  the  hernial  pro- 
trusion was  of  the  form  known  as  "  partial  enterocele"  or  Rich- 
ter's  hernia  ;  in  this  variety  of  hernia  a  small  portion  of  the 
circumference  of  the  intestine  and  not,  as  in  Littr^'s,  a  pre- 
existent  diverticulum  is  constricted  by  the  hernial  orifice.  Whilst 
the  existence  of  Littr^'s  or  diverticular  hernia  has  never  been 
questioned,  there  is  still  much  difierence  of  opinion  as  to  the 
variety  to  which  Mr.  Treves  has  given  the  name  Richter's 
hernia.    Roser  holds  that  it  can  never  occur  in  an  acute  and 
free  form,  and  many  German  surgeons  are  of  opinion  that  such 
diverticular  protrusion  of  the  intestinal  wall  is  due  to  old  adhe- 
sions between  the  surface  of  the  intestines  and  the  sac.   In  the 
case  reported  the  nature  of  the  hernia  was  diagnosed  before 
operation.    The  patient,  a  woman  aged  60,  suffered  from  well- 
marked  and  severe  symptoms  of  acute  strangulation,  and  pre- 
sented a  hard  and  fixed  tumor  the  size  of  a  hazel  nut  in  the  left 
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.roin.    The  8ao  haying  been  opened,  a  portion  about  the  size  of 
a  kreutzer  piece  of  dark  strangulated  hernia  was  exposed  The 
border  of  this  was  so  closely  constricted  by  the  edges  of  the  ring 
that  much  difBculty  occurred  in  dividing  the  stricture  The 
whole  loop  of  intestine  was  then  dragged  down  and  exposed,  and 
the  nature  of  the  hernia  proved  beyond  doubt  that  the  strangu- 
lated portion  consisted  of  an  artificial  diverticulum  from  the  con- 
vox  surface  of  the  loop,  which  presented  a  marked  contrast  t^ 
L  rest  ot  the  exposed  intestinal  wall,  from  which  ,t  was  cut  off 
hy  a  deeply  indented  ring  of  a  dark  blue  color,  caused  by  he 
constriction.    The  diverticulum  speedily  disappeared  after  the 
release  of       strangulated  intestine.    No  trace  of  adhesion 
could  be  found  between  the  intestine  and  sac.    The  symptoms 
of  sLguktion  were  much  more  acute  and  severe  than  is  u  ua 
•n  tases  ot  Eichtor's  hernia.-(Quoted  from  Su„lem»a  to 
Brituh  Medical  Journal,  Nov.  8,  1890_ 

Acuto  Strangulation  of  tie  Intestinal  TVall-^o^^^'  (D<^t 
MM  Woch  No.  27, 1890)  reports  two  cases  of  Littr^s  herma, 

SofwU^h  were  operated  on  and  terminated  favorably.  In 
commenting  on  these  cases  Schaeffer  remarks  that  m  neither 
waXrt  fntestinal  obstruction  ;  indeed  the  diagnosis  was  made 
n  e  f^t  that,  together  with  the  symptoms  of  *-g<^^  f 
hernia  there  were  repeated  spontaneous  passages  of  gas  and 
tees    A  cording  to  Laurents,  who  has  observed  twe  ve  cases 

tu  was  indicated  only  by  "^-'t'  ^nts' m  h  d 
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of  Surgery,  nor  in  Buck's  Reference  Handbook  of  the  Medical 
Sciences  and,  Erichsen's  and  Bryant's  Surgeries  pass  it  bye  with- 
out notice.  Most  surgeons  understand  by  Littr^'s  hei^nia,  a 
protrusion  of  a  portion  of  the  wall  of  the  intestine  and  not  neces- 
sarily a  pre-existent  diverticulum.  Although  Treves  calls  this 
Richter's  hernia,  still  in  the  article  in  his  Surgery  by  Sir 
William  MacCormac,  Littr^'s  hernia  is  described  as  a  rupture 
where  a  "  portion  only  of  the  circumference  of  the  bowel  is  in- 
volved in  the  hernial  ring."*  I  saw,  a  couple  of  years  ago,  a 
well-marked  case  of  Littr^'s  hernia  in  an  old  lady  aged  77. 
There  was  no  obstruction  of  the  bowels  from  faeces,  and  flatus 
passed  freely,  but  there  was  intense  pain,  severe  and  uncontroll- 
able vomiting,  and  tenderness  over  the  whole  abdomen.  The 
pain  was  situated  in  the  epigastric  region,  behind  the  ensiform 
cartilage.  Some  form  of  strangulation  was  diagnosed,  but  ex- 
ploratory operation  was  declined.  She  lived  three  days,  and  at 
the  post-mortem  a  portion  of  the  circumference  of  the  bowel  was 
found  strangulated  in  the  internal  inguinal  ring  behind  a  small 
mass  of  omentum  ;  the  strangulated  portion  was  not  attached  by 
adhesions  to  the  omentum,  and  the  nipple-shaped  projection  dis- 
appeared on  freeing  the  bowel,  leaving  a  dark  discolored  circular 
portion  which  was  in  strong  contrast  to  the  rest  of  the  bowel. 
There  was  no  pre-existent  diverticulum,  although  the  situation 
of  the  strangulated  intestine  was  in  the  ileum,  about  three  feet 
from  the  ileo-csecal  valve,  the  usual  site  of  Meckel's  diverticulum. 
Without  doubt  operation  would  have  relieved  this  case. 

Suppurating  Lymphadenitis  of  the  Grroin  simulating  In- 
guinal Hernia.— Saltzmann  (Finska  laJcar  Dallsk.  hand., 
Bd.  30,  p.  374)  reports  a  case  of  the  above.  A  woodman, 
aged  42,  suffered  from  a  small  tumor  of  the  right  groin,  which, 
as  it  was  gradually  increasing  in  size  and  accompanied  by  dis- 
turbances of  digestion,  pointed  to  an  inguinal  hernia,  and  an 
operation  seemed  indicated.  The  patient  had  suffered  from  the 
tumor  for  four  years,  and  it  could  always  be  easily  pushed  into 
the  abdomen,  but  latterly  every  attempt  at  reposition  was  in  vain 

*  A  capital  plate  of  such  a  hernia  is  figured  in  Bernard  and  Huette's  Operative 
Surgery,  by  A.  T.  Norton,  pi.  63,  fig.  8. 
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and  it  became  very  painful ;  there  was  obstipation,  but  no  vom- 
iting. Operation  revealed  a  hernia  like  cavity  filled  with  a  large 
mass  of  detritus  ;  the  spermatic  cord  lay  to  the  outer  side  of  the 
sac,  whose  thickened  walls  were  continued  up  through  the  in- 
guinal canal  to  the  upper  and  posterior  portion  of  the  pelvis ; 
here  it  communicated  with  a  large  retro-peritoneally  situated 
cavity  filled  with  the  same  substance  as  the  cavity  in  the  ingumal 
canal.    Microscopic  examination  showed  it  to  be  made  up  of 
alveolar  tissue,  completely  resembling  lymphatic  gland  tissue. 
—(Quoted  in  Annals  of  Surgery,  Sept.  1890,  p.  216.) 

Some  years  ago  I  had  an  interesting  case  in  the  Montreal 
General  Hospital  which  simulated  strangulated  femoral  herma. 
The  patient,  a  girl  aged  19,  when  up  on  a  step-ladder  hang- 
ing pictures,  suddenly  felt  something  give  way  in  her  ^groin, 
and  there  was  severe  pain.    She  was  put  to  bed,  and  on  exami- 
nation a  tender  swelling  the  size  of  a  walnut  was  discovered  m 
her  ri<.ht  groin.    Next  day  vomiting  set  in,  and  the  tumor  was 
excessively  painful  and  tender  ;  bowels  constipated.    On  enter- 
ing hospital  she  had  a  temperature  of  101°,  a  tender,  tense 
swelling  in  situation  of  right  saphenous  opening,  vomiting  and 
constipation.    The  case  was  looked  upon  by  myself  and  other 
members  of  the  surgical  staff  as  one  of  strangulated  femoral 
hernia,  and  taxis  failing  to  reduce  the  tumor,  operation  was  pro- 
ceeded with.    On  carefully  making  an  incision  over  the  umor, 
it  was  exposed  and  found  to  be  an  inflamed  and  enlarged 
lymphatic  gland  situated  in  the  saphenous  opemng  and  having 
sLtched  tightly  over  it  a  small  nerve,  probably  the  crnr^^^^^^^^ 
of  the  genito-crural.  The  gland  was  removed  and  all  the  symp 
toms  subsided.  No  doubt  the  vomiting  and  obstipation  was  reflex, 
and  due  to  the  stretching  of  the  crural  nerve  over  the  gland. 

Surgical  Treatment  of  Acute  Intestinal  Ob  struction.--M  the 
meetin"  of  the  British  Medical  Association,  held  m  Birmmgham 
TnT  i;,  1890,  Mr.  J.  Greig  Smith  opened  the  discussion  on  the 
above  abject  His  views  appear  to  me  new  and  worthy  of 
attention  In  cases  where  the  obstruction  is  recent,  he  first,  as 
:rs  in  all  cases,  administer  a  full  ^^^^^^  ^ 
taining  brandy.    Anesthesia  is  made, complete.    The  incision 
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is  made  in  the  median  line,  below  the  umbilicus,  and  is  two  inches 
in  length — (he  condems  a  long  incision  and  the  introduction  of 
the  hand)  ;  through  this  incision  the  bowels  are  inspected, 
turned  gently  to  one  side  and  the  other,  pulled  upwards  and 
downwards.    The  piece  of  gut  most  distended  with  gas  rises  to 
the  surface  and  often  presents  at  the  opening  ;  congestion  here 
is  often  greatest.    A  short  inspection  enables  one  to  fix  on  the 
most  likely  coil ;  this  must  be  followed  up  in  the  direction  of 
increasing  congestion  and  distension,  and  it  will  certainly  lead 
to  the  point  of  obstruction.     The  obstruction  relieved,  the 
operation  is  completed,  and  the  abdomen  has  only  to  be  closed. 
In  cases  where  the  obstruction  has  lasted  for  a  week  or  more, 
the  patient's  strength  is  waning,  and  he  is  no  longer  able  to 
vomit  fluids  as  rapidly  as  they  are  passed  into  the  stomach  from 
the  irritated  intestine ;  fluid  is  gradually  replacing  gas  in  the 
intestines  and  there  is  dulness  in  the  flanks,  and  the  fluid-laden 
intestines  lie  at  the  bottom  of  the  abdominal  cavity.  The  stomach 
is  getting  distended  ;  distended  coils  of  intestines  are  visible 
through  the  abdomen.  Patient's  features  are  drawn  and  pinched, 
and  then  cold  and  clammy  ;  his  efforts  to  vomit  are  unsuccess- 
ful.   In  this  case  anaesthesia  is  full  of  risk.    The  distended 
stomach  should  first  be  emptied  by  a  stomach  tube  before  anses- 
thesia  is  begun,  and  anaesthesia  should  be  continued  no  longer 
than  is  necessary  to  make  the  parietal  incision  and  place  the 
sutures  ready  for  tying.    All  further  manipulations  may  be 
carried  out  without  pain  to  the  patient  whilst  he  is  recovering 
from  the  anaesthetic.    The  cause  of  obstruction  is  found  and 
relieved  in  the  same  way  as  in  the  first  case  ;  in  this  case  the 
intestine  nearest  the  obstruction  will  be  distended  with  fluid  and 
not  with  gas.    Although  the  cause  of  obstruction  is  removed, 
the  intestinal  contents  do  not  pass  on,  because  the  bowel  is  help- 
lessly paralyzed  and  powerless,  and  also  because  of  the  numerous 
kinks  and  flexions  ;  and  to  relieve  this  condition  Mr.  Smith  per- 
forms intestinal  evacuation  and  drainage.    The  surgeon  should 
sit  down  by  the  side  of  the  patient  and  spend  an  hour  or  two 
there  doing  it.    Mr.  Smith  states  he  has  successfully  incised 
the  bowel,  evacuated  its  contents,  sutured  the  wound  in  it,  and 
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returned  it,  but  the  bowel  empties  itself  slowly,  and  to  do  this 
durin^r  anaesthesia  greatly  increases  the  collapse.  Anaesthesia 
is  continued  only  during  the  very  few  minutes  necessary  for 
makincr  the  incision  and  inserting  the  sutures.  The  relief  of  the 
obstruction  and  the  intestinal  drainage  may  be  carried  out  while 
the  patient  is  recovering  from  the  anaesthesia  or  completely 
sensible.    The  patient  should  be  completely  enveloped  in  warm 
blankets  and  the  area  of  operation  only  exposed.     A  distended 
but  not  inflamed  piece  of  bowel  is  brought  to  the  surfoce,  and  at 
the  free  corners  of  an  area  about  an  inch  square  four  quiU 
sutures  penetrating  the  serous  and  muscular  coats  are  inserted  ; 
these  are  tied  two  on  each  side  to  pieces  of  adhesive  plaster 
carried  round  the  back  and  fixed  to  the  abdomen.    The  outer 
coats  of  the  intestines  are  incised  by  a  scalpel  and  then  the  gut 
is  pierced  by  a  large  aspirating  needle  with  a  long  piece  of 
tubing  attached  to  carry  off  the  fluid.    When  the  evacuation 
has  been  carried  out  to  a  sufficient  extent  the  needle  is  removed. 
The  small  opening  in  the  bowel  is  now  closed  by  a  continuous 
suture,  the  bowel  thoroughly  cleansed  and  returned,  and  the 
sutures  in  the  parietal  opening  tied.    If  the  evacuation  is  not 
readily  accomplished,  then  a  small  drainage  tube  may  be  placed 
n  the  needle  Opening  in  the  bowel  and  left  there  a  day  or  two^ 
Mr  Smith  thinks  it  wiser  to  perform  enterostomy  than  o  spend 
rnuch  time  in  groping  about  for  the  cause  of  the  obstruction. 
B  he  third  cas^e  the  condition  is  almost  hopeless  ;  if  t  ere  is  a 
Lu  chance  of  saving  the  patient's  life,  anesthesia  would  almost 
crtainly  do  away  with  this  chance,  and  any  severe  operation 
wo  rbe  fatal,  L  here  Mr.  Smith  advises  merely  the  use  of 
Toe  1  anesthesia  to  make  the  skin  incision  and  carry  out  mtcs- 
t^^    drainage  as  described  above,  and  if  such  a  case  by  s^imu- 
ton,  can  b^e  tided  over  forty-eight  hours,  his  life  would  probably 

be  6aved.  t\    u  r 

Rapture,  of  Uver  and  Kidney  ;  Laparotomy.-T)T.  H. 
DaHoT  (  f«%  Medical  Re.ie.,  Oct.  4th,  1  90)  reports  *e 
Tase  of  a  mulatto,  aged  28,  wl.o  fell  a  height  of  t,ve„  y-five  fe 

To  OS   a„  iron  bar.'the  right  -S-»,'>='"=  ^  f 

contact.    He  became  faint,  bat  did  not  vom.t,  and  d,d  not  lose 
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consciousness.  He  was  at  once  taken  to  the  hospital,  when  no 
abrasion  or  contusion  was  found  at  the  seat  of  injury.  The  urine 
was  drawn  off  and  found  to  be  quite  bloody  ;  there  was  pain  on 
pressure  over  the  right  lumbar  and  hypochondriac  regions,  and 
dulness  in  the  right  lumbar  region  as  high  as  the  axillary  line. 
He  suffered  much  pain  during  the  night,  and  his  temperature 
rose.  Next  morning  the  abdomen  was  distended,  and  tender 
and  dull  in  both  flanks.  Believing  that  the  liver  was  ruptured. 
Dr.  Porter  proceeded  to  open  the  abdomen,  when  he  found  a 
good  deal  of  blood  in  the  peritoneal  cavity  and  some  clots  beneath 
the  liver  ;  on  the  posterior  surface  of  the  liver  a  large  rent  could 
be  felt  about  three  inches  long.  As  Dr.  Porter  was  unable  to 
get  at  this  so  as  to  suture  it,  he  packed  it  with  gauze,  leaving 
one  end  of  each  strip  outside  the  abdomen,  which  was  then  closed 
with  interrupted  silk  sutures  involving  skin,  muscle  and  peri- 
toneum. The  patient  had  no  bad  symptom,  and  left  the  hospital 
five  weeks  after  the  accident  the  gauze  having  been  removed 
on  the  second  day. 

Expectant  Treatment  versus  Interference  in  Cases  of  Tuber- 
cular Joint  Disease. — Mr.  Watson  Cheyne  sums  up  an  exhaus- 
tive paper  on  the  above  subject  as  follows  QLancet,  Nov.  15th 
and  22nd,  1890)  :  "  Operative  interference  is  desirable  when 
chronic  suppuration  has  occurred  at  an  early  stage,  where  the 
disease  is  localized  to  one  part  of  the  synovial  membrane  or  bone  ; 
in  many  cases  at  a  later  stage,  where  there  is  a  deposit  in  the 
bone  along  with  general  synovial  thickening  ;  in  cases  of  diffuse 
synovial  thickening,  where  expectant  treatment  has  failed  to 
arrest  the  progress  of  the  disease  ;  in  cases  where  a  better 
functional  result  can  be  obtained  by  operation  ;  in  cases,  in 
adults,  where  deformities  are  present  which  can  only  be  remedied 
by  operation  ;  in  many  cases  where  there  are  septic  sinuses ;  in 
certain  cases  where  phthisis  is  present  or  the  general  condition 
is  such  as  to  require  the  removal  of  the  disease  ;  in  adults  more 
frequently  than  in  children  ;  in  the  poor  more  frequently  than 
the  rich.  Expectant  treatment  should  be  employed  in  the  first 
mstance  in  cases  of  diffuse  synovial  disease  without  suppuration, 
provided  that  there  are  no  other  reasons  requiring  operative  in- 
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terference,  and  it  should  be  persevered  in  so  long  as  improve- 
ment follows  ;  also  at  first  in  cases  in  children,  where  caseous 
deposits  are  present  in  parts  where  they  cannot  be  reached 
without  excision,  or  in  cases  where  the  presence  of  deposits  in 
bone  is  doubtful ;  also  in  some  instances  where  septic  sinuses 
are  present.    In  any  case  it  should  be  persevered  m  longer  in 
children  than  adults."    Mr.  Cheyne  says  that  we  can  now  cut 
into  ioints  at  an  early  stage  while  they  are  yet  comparatively 
healthy,  and  remove  portions  of  synovial  membrane  and  bone 
without  fear  of  doing  harm  by  our  operation,  and  with  good 
chance  of  ridding  the  patient  of  his  disease  and  gettmg  a  useful 
ioint     The  cures  by  the  expectant  treatment  are  often  obtained 
only"at  a  great  expenditure  of  time,  and  after  great  endurance 
of  pain  and  at  a  certain  risk  to  the  patient,  and  it  by  no  means 
follows,  because  a  good  result  is  obtained  in  any  given  case  by 
expectant  treatment,  that  it  would  not  have  been  wiser,  and  that 
L  a  number  of  similar  cases  the  results  could  not  have  been  on 
the  whole  better,  had  operative  measures  been  employed. 

Dr  GliicFs  Method  of  Insertivg  Ivory  Joints  as  a  substitute 
fnr  W.cised  Ones -At  the  recent  Berlin  Congress  Dr.  Gluck 
tltSli^^^^^  Med.  Journal,  Sept.  13th,  1890)  and  gave 
r  I'demonstrations  of  a  method  by  which  he  claims  that  it . 
pos  b'e  to  plant  not  only  portions  of  bone,  but  whole  joints^ 
'Wht  ver  the  ultimate  possibilities  of  this  plan  may  turn  out  to 
K  «t  least  merits  a  somewhat  critical  examination.  Dr.  C^luck 
had  a  sk  etn^^  the  museum  in  which  all  the  joints  were  re- 
^trta^ificialo^of^i.. 

Z:1X^SZ:.1Z  :  .e  .  as  ab.  .  .th 

Tand  extend  his  knee-joint  through  an  an|e  o^-i  y  45 
uv.mit  anv  pain  or  serious  inconvenience.    He  also  stiowea  d 
?of  employing  an  ivory  splice  for  uniting  two  pieces  of  a 
fZ  tZt  ':^'^^  either  an  Ununited  fracture  -s  preser.  or  a 
!iderable  loss  of  substance  had  taken  place.    Dr.  G lu  k  r e 
'      f  en  ases  in  which  the  plugs  have  been  inserted  into  the 
ported  ten  cases  immediate  recoveries, 

cut  ends  of  bones,  and  all  made  g^^^'  ^ 
What  are  the  prospects  of  ultimate  success  ?    Ihe  ivory  y 
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possibly  remain  imbedded  in  the  tissues  and  give  rise  to  no  fur- 
ther trouble,  but  this  result  is  unlikely.  The  ivory  plugs  may 
act  as  a  source  of  irritation,  so  much  so  that  they  will  become 
loosened  and  form  a  sequestrum,  or  the  irritation  will  set  up  an 
overgrowth  of  bone  in  the  neighborhood,  and  thus  a  joint  at  first 
movable  will  be  slowly  enveloped  in  new  bone  formation  and 
have  its  movements  completely  checked,  and  then  complete 
absorption  of  the  joint  will  only  be  a  process  of  time.  Of  course 
time  will  show  the  result  of  Gluck's  method,  and  we  should  be 
very  much  surprised  if  at  the  next  Congress  he  still  advocates 
the  introduction  of  ivory  joints.  (See  also  illustrated  article  in 
Archivf.  Klin.  Chirurgie,  Bd.  xli,  Hft.  1,  1890.) 

Koch's  Treatment  for  Tuberculosis. — The  announcement  of 
the  marvellous  discovery  of  Koch  has  stirred  not  only  the  medi- 
cal world  to  its  depths,  but  also  the  world  in  general.  The 
account  of  the  cures  effected  reads  like  a  fairy  tale,  and  had  the 
cure  been  promulgated  by  any  other  than  Koch  it  would  have 
assuredly  been  looked  upon  as  the  wild  dream  of  an  enthusiast, 
and  so  would  have  attracted  but  little  attention.  In  the  article 
by  Koch  (Deutsch.  Med.  Woch.,l^ov.  14, 1890)  we  are  assured 
that  lupus  can  be  positively  cured  by  the  injection  of  his  lymph 
between  the  shoulders.  In  glandular  disease  and  tuberculous 
disease  of  bone  the  living  tuberculous  tissue  is  destroyed  and 
can  then  be  removed  by  the  surgeon.  In  joint  affections  the 
injection  of  the  lymph  causes  necrosis  of  all  the  living  tubercular 
tissue  and  so  defines  the  extent  of  the  disease,  but  it  has  no 
influence  on  dead  tissue.  The  surgeon's  occupation  will  not  be 
gone,  but  rather  increased,  as  it  will  be  necessary  for  him  to 
open  joints  and  incise  bones  to  remove  the  debris  resulting  from 
effects  of  the  lymph  injection.  The  remedy  is  too  recent  a  one. and 
too  little  is  known  about  it  yet  to  form  an  opinion,  but  it  promises 
to  be  one  of  the  most  valuable  discoveries  of  medical  and  sur- 
gical science.  So  much  has  been  written  about  "  Koch's  cure" 
for  tuberculosis  that  at  present  I  merely  mention  it,  and  trust 
that  in  a  future  report  personal  experience  will  enable  me  to  go 
more  into  details. 

Uarli/  Diagnosis  of  Kidney  Tu7nors,~Vroi  Guyon  of  Paris 
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believes  that  surgical  intervention  is  indicaied,  both  for  diagnosis 
and  treatment,  when  characteristic  haematuria  and  pain  distinctly 
localized  in  one  or  other  loin  are  met  with,  and  in  his  opinion  the 
time  when  the  tumor  is  perceived  must  not  be  waited  for.  The 
cystoscope,  though  of  service,  is  a  defective  means  of  diagnosis 
in  his  experience,  and  fails  to  declare  which  is  the  affected  kid- 
ney.   Periodic  microscopic  examination  of  the  urine  is  needful 
before  deciding  that  hsematuria  is  ^hsent. —{Annales  des  Mala- 
dies des  Organes  aenito-Urinaires,  June,  1890  ;  quoted  from 
JEdin.  Med.  Jour.,  Nov.  1890.) 

The  Rupture  of  the  Rectum  by  means  of  Petersen  s  Col- 
peurynter.—Dr.  G.  R.  Fowler  ^Annals  of  Surgery,  Aug.  '90) 
records  a  case  of  rupture  of  the  rectum  by  Petersen's  dilatmg 
bag  during  an  attempt  to  perform  intra-peritoneal  cystotomy. 
He  attributes  the  accident  to  degenerative  changes  in  the  rectal 
wall  Only  eight  ounces  of  fluid  were  used  with  the  bag.  The 
patient  survived  the  operation  but  a  few  hours,  dying  of  shock. 
Two  similar  cases  are  referred  to,  and  the  conditions  under 
which  the  use  of  the  bag  is  contra-indiCated  are  alluded  to. 

The  Use  of  Skin  from  Puppies  for  Skin- Graf  ting. —Dr.  M. 
E  Van  Meter  ^Annals  of  Sargery,  Aug.  1890)  reports  a  case 
of  skin-grafting  with  the  skin  of  Mexican  pointer  puppies  in  a 
case  of  extensive  ulceration  from  burns.  The  grafts  took 
famously,  and  the  writer  thinks  them  superior  to  human  gr aits. 
In  the  Lancet  for  March  15th,  1890,  Mr.  Alex.  Monro  of  Edin- 
burgh reports  a  similar  case.    A  young  black  and  white  grey- 

hound  was  used.  ,  . 

R^oval  of  the  Gasserian  Ganglion  for  Severe  Neuralgm. 
Mr  Wm.  Rose,  of  King's  College,  Hospital,  London  reports  a 
few  and  brilliant  operation  ^Laneet.  Nov.  1st,  1890)  ,n  a  pap- 
read  before  the  Medical  Society  of  London.    The  case  was  that 
0  a  woman  with  severe  facial  neuralgia  which  d,d  not  y.eld 
prolonged  tnedieinal  treatment.    At  first  the  pam  was  hmued 
to  the  course  of  the  inferior  dental  nerve,  and  aocordmgly  Mr. 
Ce  s  retched  and  divided  that  nerve  where  it  enters  the  lower 
and  also  divided  its  mental  branch  a^ts  e.t  ^om  th 
bone.    Tbis  operation  was  for  a  time  successful,  but  after  some 
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months  the  pain  returned  and  then  a  portion  of  the  inferior 
dental  nerve  was  removed  in  its  bony  canal.  This  was  successful 
for  several  months,  but  again  the  pain  returned,  and  this  time 
along  the  gustatory  nerve.  A  third  time  Mr.  Rose  operated, 
exposing  and  dividing  the  gustatory  and  dental  nerves  in  the 
pterygoid  region.  No  permanent  relief  was  given,  so  Mr.  Rose 
determined  to  remove  the  Gasserian  ganglion.  He  first  excised 
the  upper  jaw  ;  when  bleeding  had  been  arrested  and  the  foramen 
ovale  exposed  to  view,  the  pin  of  a  half  inch  trephine  was  passed 
into  the  foramen  and  the  ring  of  bone  surrounding  it  was  care- 
fully sawn  and  lifted  out.  The  Gasserian  ganglion  could  then 
be  seen  lying  upon  the  apex  of  the  petrous  portion  of  the  tem- 
poral bone.  The  ganglion  was  loosened  by  passing  an  aneurism 
needle  beneath  it  and  removed  in  three  or  four  pieces  by  the  aid 
of  a  narrow  probe-pointed  bistoury  and  fine  hooked  forceps,  the 
dura  mater  being  uninjured.  The  bleeding  was  slight.  The 
skin  incisions  were  brought  together  in  the  usual  way  and  dressed 
with  cyanide  gauze.  The  patient  suffered  somewhat  from  shock, 
but  next  day  her  general  condition  was  satisfactory.  The  old 
pain  ceased  from  the  day  of  operation  and  has  not  since  re- 
turned. The  eye  on  that  side  became  so  disorganized  that  it 
had  to  be  removed. 

This  operation  reflects  great  credit  on  the  boldness  and  dex- 
terity of  Mr.  Rose,  and  is  encouraging  in  those  almost  hopeless 
cases  of  facial  tic,  the  victims  of  which  will  submit  to  any  opera- 
tion to  avoid  the  extreme  pain  which  makes  life  unbearable. 

Successful  Removal  of  Hydatid  Tumor  of  the  Brain.  Dr. 

Graham  and  Mr.  Grubbe  record  a  case  {Australasian  Medical 
JoMT-waZ,  July,  1890)  in  which  a  hydatid  tumor  was  removed 
from  between  the  dura  mater  and  pia  mater  of  the  brain.  The 
patient  was  a  lad,  16  years  of  age,  who  suflPered  from  severe 
headache,  nausea,  vertigo,  double  optic  neuritis,  with  atrophy, 
loss  of  memory,  and  paresis  of  right  arm  and  leg.  A  tumor  in- 
volving the  left  motor  area  was  diagnosed  and  Mr.  Grubbe 
trephined  over  it ;  he  found  the  bone  very  thin,  not  more  than 
one-sixth  of  an  inch  thick,  and  on  opening  the  dura  mater  a 
smgle  simple  hydatid  eyst  was  seen  and  easily  extracted.  The 
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pia  mater  was  intact  The  cyst  held  19  oz.  of  fluid.  The  patient 
recovered  rapidly,  and  after  six  weeks  was  able  to  get  up  and 
walk  his  memory  returned,  and  he  was  in  all  respects  well 
except  for  his  blindness.  It  is  believed  that  this  is  the  first  re- 
corded case  of  the  kind.  Dr.  Davies  Thomas  records  three 
cases  of  recovery  from  cerebral  hydatids,  in  one  of  which  the 
cysts  were  passed  through  the  nose  and  mouth  ;  m  the  other 
two  they  were  removed  through  incisions  in  the  ^calp  after  the 
tumors  had  perforated  the  cranium.— (ianeei,  Sept.  16,  l»yu.; 

Removal  of  a  Oaleulus  from  the  Ureter  hy  combined  Ab- 
domvnal-Lumbar  Sectior^.-^r.  Rufus  B.  Hall  reports  a  case  o 
the  above  (N.Y.  Med.  Record,  Oct.  18th,  1890).    A  patient 
had  been  ill  for  four  to  five  years,  and  suffered  from  severe 
paroxysms  of  acute  pain  every  five  or  six  weeks.    Never  had 
Lmaturia  ;  was  perfectly  free  from  pain  in  the  intervds. 
Hall  determined  to  explore  by  abdominal  incision.    When  the 
patient  was  under  chloroform  a  small  tumor  was  discovered  m 
the  region  of  the  left  kidney.    The  abdomen  was  opened  in  the 
median  line,  and  on  introducing  his  hand  Dr  Hall  found  an 
elongated,  exceedingly  thin-walled  cyst,  somewhat  larger  than 
te  ctsed  fist ;  below  the  cyst,  in  the  direction  of  the  ureter  a 
stone  could  be  felt.    It  was  clear  that  an  impacted  stone  in  the 
ureter  had  to  be  dealt  with.    The  left  hand  was  not  taken  out 
:  the  abdomen  until  the  stone  was  removed    A  lumbar  incision 
1  now  made  and  the  kidney  incised,  when  a  grea  ru^  f 
urine  escaped  and  the  cyst  in  the  abdomen  ^-PP-^^^^;^^^ 
a  forceps  introduced  through  lumbar  incision  several  attempts 
.e  e  made  to  remove  the  stone  without  result  -t^^  ^  - 
cision  in  the  kidney  was  made  and  the  sac  -agu^ted  by  ^he 
hand  in  the  abdomen.    The  wounds  were  closed  and  adiain 
p  aced  in  the  kidney.  The  stone  only  weighed  3|  grains.  Patien 
^^vered  perfectly' from  the  operation,  going  home  in  perfect 

health  on  the  thirty-sixth  day. 

Treatment  of  Complete  Prolapse  of  the  Mectum 

optative.    The  palliative  treatment,  he  »ays,  .3  often  very  sue- 
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cessful  in  children.  Attention  should  be  first  directed  to  the 
cause  ;  if  there  is  phimosis,  stone,  polypi  in  the  rectum,  or 
anything  causing  undue  strain,  it  should  be  remedied.  The 
stools  should  be  passed  with  the  child  lying  on  the  side.  Cod- 
liver  oil  assists  the  general  health  and  keeps  the  bowels  regular. 
In  adults,  palliative  treatment  is  not  so  beneficial.  A  small  in- 
jection of  eight  ounces  of  warm  water  should  be  given  before 
going  to  the  closet,  and  after  the  motion  one  ounce  may  be  in- 
jected and  retained.  If  there  be  any  superficial  ulceration,  a 
drachm  of  tincture  of  catechu  may  be  added  to  the  cold  water. 

Mr,  Cripps  is  not  in  favor  of  cutting  operations,  but  believes 
in  the  linear  cautery.  His  method  of  operating  is  as  follows  : 
The  contents  of  the  bowels  having  been  thoroughly  cleared  out, 
the  patient  is  anaesthetized  and  placed  in  the  lithotomy  position. 
The  prolapse  is  then  made  to  protrude  ;  four  lines  of  cautery, 
a  quarter  of  an  inch  wide,  are  now  drawn  along  the  bowel  in  its 
long  axis — one  in  front,  one  behind,  and  one  on  either  side. 
Should  any  veins  be  opened,  they  must  be  tied.  The  operation 
should  be  done  quickly  and  the  bowel  returned  before  congestion 
and  swelling  makes  it  difficult.  He  prefers  the  actual  cautery 
to  Paquelin's,  as  the  latter  cools  too  rapidly.  A  thick  rubber 
tube  is  introduced  for  about  five  inches  and  strips  of  oiled  lint 
arranged  around  this  as  high  as  possible,  and  between  the  oiled 
lint  and  tube  is  packed  cotton  wool  with  iodoform  dusted  on  it. 
The  internal  dressings  are  only  kept  for  a  few  days.  The  bowels 
should  be  kept  conBned  by  small  doses  of  opium  for  ten  days 
and  then  opened  with  small  doses  of  castor  oil  and  enemata. 
Motions  should  be  passed  lying  on  the  side  for  at  least  six  weeks 
after  the  operation.  Mr.  Cripps  is  quite  satisfied  with  the  results 
of  this  operation,  and  his  experience  coincides  with  Mr.  Herbert 
AUingham's. 

Raw-hide  Plate  for  Intestinal  Anastomosis. — Dr.  F.  B. 
Kobinson  of  Toledo,  Ohio,  in  a  recent  article  (iV.  Y.  Bled.  Jour., 
Oct,  18th,  1890),  advocates  the  use  of  the  raw-hide  plate  as  a 
substitute  for  Senn's  decalcified  bone  plate.  He  has  used  it 
with  great  success  in  experiments  on  dogs  which  he  has  been 
performing  for  several  years  past. 
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The  raw-hide  plate  is  made  by  shaving  the  hair  from  the 
green  hide  of  an  ox  ;  the  hide  is  then  cut  into  strips  one  inch 
wide  and  two  and  a  half  inches  long,  and  perforated  by  a  dia- 
mond shaped  aperture  ;  four  to  six  sutures  are  attached,  and 
the  plate  can  be  then  used,  dried  or  green.  The  advantages 
are  that  they  are  easily  prepared  and  easily  absorbed,  but  not 

too  soon.  . 

Peroxide  of  Hydrogen  in  Suppuration.— Dr.  Robt.  T.  Morris 
of  New  York  strongly  advocates  {Journal  of  American  Medical 
Association)  the  use  of  peroxide  of  hydrogen  in  all  cases  of 
suppuration,  in  sinuses,  and  other  places  where  it  cannot  be 
easily  got  at.  It  is  best  to  inject  a  small  quantity,  wait  until 
foaming  ceases,  and  repeat  injections  until  the  last  one  fails  to 
bubble,  then  we  know  the  cavity  is  chemically  clean.  Care 
must  be  taken  not  to  let  it  come  in  contact  with  hair,  as  it 
bleaches  it  to  a  golden  yellow  color,  and  is  the  substance  usually 
used  by  barbers  and  others  as  a  golden  hair  dye. 
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Aneurysm:  its  Oure  hy  inducing  the  formation  of  White 
Thrombi  tvithin  the  Sac. — In  an  address  delivered  before  the 
Midland  Medical  Society,  Dr.  W.  Macewen  (Lancet,  Nov.  22nd, 
1890)  sajs  the  attempts  to  produce  coagulation  in  aneurysmal 
sacs  by  the  introduction  of  foreign  bodies  into  their  interior  have, 
as  a  rule,  failed.    For  the  formation  of  red  thrombi  the  blood 
must  be  at  rest,  and  this  is  an  impossibility  in  an  aneurysm  at 
the  root  of  the  neck  unless  the  sac  be  occluded,  and  Dr.  Macewen 
believes  that  in  these  cases  where  success  has  attended  the  efforts 
of  the  surgeon  in  endeavoring  to  promote  the  formation  of  a 
thrombus,  that  it  is  the  white  thrombus  that  has  formed  from  the 
first.    The  red  easily  breaks  down,  whilst  the  white  is  prone  to 
undergo  replacement  by  vascularised  fibrous  tissue,  and  is  seldom 
subject  to  the  various  forms  of  softening  which  affect  red  thrombi. 
White  thrombi  form  in  the  interior  of  the  vessel  at  a  spot  where 
irritation  has  been  induced,  and  from  which  the  endothelium  has 
been  removed,  there  the  leucocytes  become  firmly  adherent  to  the 
vessel,  and  tend  to  grow  by  superimposed  accretions,  so  that  a 
partial  thrombus  forms  and  may  proceed  to  complete  occlusion. 
The  method  of  producing  white  thrombi  recommended  by  Dr. 
Macewen  is  as  follows  :  The  wall  of  the  aneurysm  should  be  irri- 
tated in  such  a  way  as  to  induce  infiltration  of  the  parietes  with 
leucocytes  and  a  segregation  of  these  from  the  blood  stream  at 
the  point  of  irritation.    The  irritation  should  be  just  sufficient  to 
set  up  reparative  exudation.    To  promote  rapid  formation  of 
white  thrombus,  it  is  better  to  act  on  the  wall  of  the  aneurysm 
so  as  to  produce  uniform  irritation  over  its  whole  surface  or  to 
stimulate  as  many  points  in  its  interior  as  possible,  and  in  this 
way  many  foci  will  throw  out  white  thrombi,  and  at  each  such 
place  the  vessel  is  being  strengthened  and  prevented  from  further 
dilation.  The  instrument  employed  is  a  pin  long  enough  to  trans- 
fix the  aneurysm  and  permit  of  manipulation  within  it.  It  should 
be  very  fine  and  taper  to  the  end  like  a  sewing  needle,  and  have 
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a  round  head.    The  calibre  of  the  pins  should  be  of  various  sizes 
for  the  different  aneurysms,  as  some  have  tougher  and  thicker 
coats  than  others  and  require  a  stronger  pin.    The  pin  should 
be  finely  polished  so  as  to  the  more  easily  render  it  aseptic. 
Before  operating,  the  skin  over  the  aneurysm  should  be  carefully 
cleansed  and  rendered  aseptic.    The  aseptic  pin  should  then 
penetrate  the  sac  and  pass  through  its  cavity  until  it  comes  in 
contact  with  the  opposite  side  ;  it  ought  to  touch  it  and  no  more. 
Then  the  pin  should  be  either  moved  over  the  surface  of  the 
inner  wall  so  as  to  irritate  its  surface,  or  the  same  object  may 
be  effected  by  allowing  the  impulse  of  the  blood  current  to  play 
on  the  very  thin  pin.    After  acting  for  ten  minutes  in  one  part, 
then  without  removing  the  pin,  its  point  should  be  shifted  to 
another  until  the  greater  part  of  the  internal  surface  has  been 
touched.    In  some  cases  it  may  be  necessary  to  puncture  more 
than  one  place.    While  in  the  aneurysm  the  pin  should  be  sur- 
rounded bY  aseptic  gauze  or  moistened  with  an  antiseptic  solution, 
and  when'  it  is  withdrawn  the  part  should  be  dressed  with  a 
moist  antiseptic  dressing.    It  should  not  be  left  in  more  than 
48  hours,  and  in  some  cases  more  effect  is  produced  m  .-i-rfb 
hours   In  very  large  aneurysms  several  pins  may  be  mtroduced. 
Dr  Macewen  reports  four  cases  treated  in  this  way.    In  two 
there  was  absolute  consolidation  and  "hence  cure,  one  being 
femoral,  the  patient  dying  of  carcinoma  of  the  tongue  thirteen 
months  after  the  sac  was  examined  ;  the  second  case  was 
one  of  intrathoracic  aneurysm  in  a  woman  aged  47.    ihe  tunc- 
tion  of  arm  was  restored  and  complete  consolidation  took  place 
In  a  third  case  of  aneurysm  of  the  abdominal  aorta,  the  treat- 
ment was  interrupted  before  complete  consoUdation  took  place, 
the  man  returning  to  his  work  ;  he  was  ahve  2^  years  after. 

This  method  of  treatment  is  a  simple  one,  but  only  suitable 
for  uncomplicated  cases.  It  is  a  distinct  advance  in  the  treat- 
ment of  cases  which  are  often  apparently  hopeless.  The  greatest 
care  should  be  taken  to  have  all  the  parts  aseptic,  as  if  septic 
matter  be  introduced,  disastrous  results  would  be  very  ap  o 
follow.  The  result  of  this  treatment  in  the  hands  of  other 
surgeons  will  be  anxiously  looked  for. 
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Another  New  Method  for  the  Relief  of  Hernia. — Dr.  E.  Kas- 
sini  of  Padua  has  devised  a  new  operation  for  the  radical  cure 
of  hernia.    (iV!  Y.  Medical  Record,  Jan.  17th,  1891.)  He 
endeavors  to  restore  the  inguinal  canal  to  its  normal  shape, 
making  it  run  as  in  health — obliquely.    The  aponeurosis  of  the 
external  oblique  overlying  the  inguinal  canal  and  the  pillars  of 
the  external  ring  are  first  exposed,  and  after  all  bleeding  has 
been  arrested,  the  aponeurosis  is  incised  over  the  whole  course 
of  the  canal,  and  is  dissected  out  from  the  contiguous  structures 
so  as  to  form  two  flaps,  which  are  folded  back  to  expose  the 
underlying  tissues.    The  spermatic  cord  is  now  drawn  out  and 
separated  fram  the  neck  of  the  sac  as  far  back  as  may  be  ;  then 
the  sac  is  opened,  adhesions  broken  up,  and  omentum,  if  any 
excised.  The  hernia  being  reduced,  the  neck  of  the  sac  is  twisted 
and  ligated,  and  the  portion  below  the  ligature  cut  off.  Next, 
the  triple  layer  formed  by  the  internal  oblique  and  transversalis 
and  Scarpa's  fascia  (conjoined  tendon  ?)  is  dissected  away  from 
the  aponeurosis,  and  adipose  layer  above  and  below  the  outer 
margin  of  the  rectus  muscle  brought  down  and  attached  by  in- 
terrupted silk  sutures  to  the  posterior  part  of  Poupart's  ligament, 
forming  thus  the  posterior  wall  of  the  spermatic  canal.  The 
divided  portions  of  the  external  oblique  aponeurosis  are  brought 
together  by  sutures  and  the  wound  dressed  antiseptically.  A 
new  canal  is  formed  from  the  spermatic  cord  by  this  operation. 
Dr.  Bassini  publishes  251  cases  he  has  treated  in  this  way,  and 
108  remained  cured  from  l-4i  years  ;  131  cases  treated  from 
a  month  to  a  year  before  the  tables  were  compiled  remained 
well ;  4  cases  had  been  lost  sight  of,  and  in  only  7  was  there 
any  appearance  of  a  return  of  the  hernia.    Such  results  as 
reported  by  Professor  Bassini  have,  as  yet,  been  attained 
by  no  other  surgeon  but  Macewen  of  Glasgow.  As  a  rule,  these 
operations  for  the  radical  cure  of  hernia  are  more  successful  in 
the  hands  of  the  originators  than  of  those  others  who  follow 
them  ;  remarkably  skillful  surgeons  have  not  had  such  success 
with  Macewen's  operations  as  he  has  had  himself    Why,  it  is 
difficult  to  say. 

The  Treatment  of  Gangrenous  Hernia. —ThQXQ  is  still  much 
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diversity  of  opinion  as  to  the  proper  treatment  ot  gangrenous 
bow     or  bowel  suspected  to  be  gangrenous,  when  found  m  a 
cirof  strangulated  hernia.    Should  the  intestme  be  resected 
sh  nld  the  bowel  be  anchored  near  the  wound  or  should  >t  b 
kft  outside  the  abdomen?    The  latter  method  >s  adopted  bj 
but  it  has  its  disadvantages,  such  as  ---"^^ 
artificial  anus,  the  subsequent  appearance  "[  ^^l^'J^Z 
owing  to  the  very  free  inci.on  .t  wa,  —  ^  - 
enable  per,stals,s  to  go  on  ™d.stuAed^  Dr  ^^^^^ 
bagen  (^-^''^'^  M-^  -  '^^^^^^^^^  joes  not  give  the 

tine  after  dividing  the  sac  up  to  the  ™8'         ,  ^ 

,be  abdominal  wall  some  ^l^^jtTl^l^  the 
"  T  ^IZrt        sutld  the  gut  fixed  by  silk 

rv:rbyCSsr:te:^:^rrenterotomy,fol.owe^ 

Dr.  Helpencb  01  ^^^^^^^^^  .^^^^^^^^^ 

CW,  No  25  189 0)  pro^^^^  ^^^^^  ^^^^  gangrenous  gut 
tomos,s  between  that  part  ot^  anastomosis  is  completed,  the 
and  the  P^rt  b^bw  t^  ,2:"lde  the  ring  for  operation  is 
"'T™:  tfthrpart  h  eaTe  ed  with  gangrene  is  allowed  to 
::EtuSL^"hernial  opening,  l^^;:^^:::, 
matter,  as  peHstals.s  .s  obt.„ed  f.om  th^fi^^   y ^^^^^ 

the  anastomosis,  l''^  f"'""  -  „„„„•,,„  the  attachment  ot  the 
should  be  performed  w,th  ^^^^^j;  rTh  'operatiou  is  exactly 
mesentery,  to  the  exten  "If'^l  ^^,  method  to  Senn's  plates, 
!SrTr:rh^  -L,uenc^     the  reduced  con- 
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ditioDj  might  be  farther  endangered  by  the  pressure  of  the  i-inga. 
Should  the  gut  become  gangrenous,  it  can  easily  be  resected 
without  danger,  and  because  of  the  anastomosis  the  abdominal 
wound  readily  closes.  Should  the  intestine  retain  its  vitality, 
then  no  harm  is  done,  as  the  bowel  can  easily  be  separated  from 
its  recent  adhesions  and  returned  into  the  abdominal  cavity.  Dr. 
Helperich  has  performed  this  operation  in  two  cases  of  threatened 
gangrene ;  one  recovered,  the  other  died  of  collapse.  It  is 
questionable  whether  this  operation  would  be  of  use  in  actual 
gangrene  of  the  gut.— (Quoted  in  Annals  of  Surgery,  Feb.  '91.) 

At  a  meeting  of  the  London  Medical  Society,  held  Feb.  16th, 
1891,  Mr.  Stephen  Paget  exhibited  a  man,  aged  24,  on  whom 
he  had  operated  for  strangulated  hernia.  Finding  the  gut  gan- 
grenous, he  fastened  it  outside  the  abdomen  and  opened  it  at 
once.  The  man  did  well,  the  bowel  skinning  over  and  receding 
until  only  a  minute  fistulous  opening  was  left.  Mr.  Paget  said 
it  was  not  justifiable  to  resect  the  bowel  at  once,  or  to  make  an 
anastomosis  as  suggested  by  Helperich.  Mr.  Allingham  related 
a  case  where  he  had  treated  the  gangrenous  bowel  in  a  like 
manner,  with  the  result  that  when  the  sloughs  came  away  the 
wound  healed,  leaving  a  fistulous  opening  which  had  since  com- 
pletely closed.  Mr.  Ballance  also  advocated  this  method  of 
treatment. 

This  method  is  one  that  every  practitioner  can  adopt  without 
causing  any  more  risk  to  the  patient.  It  is  not  every  practitioner 
who  is  able  at  a  moment's  notice  to  reject  a  bowel  or  perform 
anastomosis.  It  is  all  very  well  for  hospital  surgeons  who  have 
all  the  necessary  appliances  and  assistance  at  hand  to  recommend 
resection,  but  the  country  doctor  who  is  more  likely  to  see  these 
cases  had  much  better  treat  the  gangrenous  gut  by  opening  and 
leaving  it  outside  ;  he  will  give  his  patient  a  much  better  chance 
by  this  simple  procedure  than  by  attempting  complicated  and 
difficult  intestinal  operations,  which  even  in  the  most  skilled 
hands  are  often  unsuccessful. 

W.  H.  Bennet  (Lancet,  Oct.  18th,  1890),  in  a  clinical  lecture 
On  the  Management  of  Damaged  Boioel  in  Strangulated 
Hernia,  delivered  at  St.  George's  Hospital,  reports  three  cases 
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in  which  there  was  damaged  bowel,  and  advises  the  following 
treatment :  free  division  of  the  stricture,  the  return  of  the  in- 
testine just  inside  the  abdomen  with  as  little  pressure  as  possible 
after  thorough  antiseptic  cleansing  ;  the  careful  adjustment  of  a 
drainage-tube,  having  a  diameter  of  not  less  than  half  an  inch, 
in  such  a  way  that  its  inner  extremity  may  be  almost  m  contact 
with  the  damaged  bowel.  He  considers  resection  very  rarely 
necessary,  and  a  faecal  fistula  very  much  to  be  preferred  to  an 

artificial  anus.  -,  tt-     •  x 

Treatment  of  Eecent  Oases  of  Strangulated  Eerma  hy 
Asviration.-Dv.  Hern  {Brit.  Med.  Jour.,  Feb.  7th,  1891) 
says  that  when  he  fails  to  reduce  a  strangulated  herma  under 
chloroform  by  taxis,  and  there  is  great  tension  m  the  tumor,  he 
reduces  the  tension  by  the  use  of  a  hypodermic  syringe.  He 
has  done  this  on  32  occasions,  and  in  28  reduction  was  easi  y 
accomplished.  Of  the  remaining  four,  three  were  subsequently 
operated  on  with  one  death,  and  the  fourth  refused  urther 
operation  He  considers  that  the  class  of  cases  suitable  for  this 
procedure  are  recent  cases  (36-48  hours),  and  where  friends 
refuse  to  submit  to  herniotomy.  ■„  w  -n  i 

Radical  Oure  of  Hernia  in  Cmdren.-Uv.  R  W  Parker 
(Brit   Med.  Jowr.,  Feb.  7th,  1891)  describes  the  following 
operation  which  he  has  practised  with  success  for  years  m  hernia 
of  children.    "  An  incision  about  two  inches  long  is  made  he 
upper  portion  of  which  corresponds  with  the  position  of  the 
external  ring  ;  the  sac  is  thus  exposed  and  is  cleared  of  its  looser 
and  more  external  layers,  then,  after  getting  the  spermatic  cord 
well  out  of  the  way,  the  sac  is  pulled  down  as  far  as  possible 
and  three  or  four  stitches  are  put  in,  drawing  Uie  neck  o  the 
ac  tightly  together,  but  not  strangulating  it.    The  silk  sutures 
r  regained  permanently  in  situ  as  long  -  po-ble    T  e  neck 
of  the  sac  is  now  allowed  to  retract  beyond  the  pillars  of  the 
external  ring,  after  which  the  pillars  of  the  latter  are  sewn  to- 
gether and  the  wound  closed.    He  prefers  silk  to  any  other 
suture  and  boils  it  in  a  carbolic  solution  ot  l-^U. 
'Tp^raUone  ,y  Prof.  BairotKfor  EaiicalCure  of  Ke^.- 
These  comprise  (.ArcUv  f.  KUn.  Ohrurg^e,  Bd.  xl.,  p.  491.566) 
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136. cases  of  inguinal,  femoral  and  umbilical  rupture  in  both 
sexes  reported  by  Ilaidenthaller ;  93  operations  were  performed 
on  89  persons,  whilst  in  five  instances  alcohol  was  injected  into 
the  sac.  The  operation  employed  (Czerny's)  consisted  in  liga- 
turing and  removing  the  neck  of  the  sac  and  uniting  the  deep 
and  superficial  parts  of  the  wound  by  silk  sutures.  The  mortality 
in  51  non-strangulated  cases  in  48  patients  was  6.25  per  cent., 
and  the  causes  of  death  were  entirely  of  septic  origin.  The 
result  in  most  cases  was  a  true  radical  cure,  though  occasionally 
the  hernijB  returned,  in  one  case  six  years  after  the  operation 
and  in  three  cases  after  a  lapse  of  five  years.  The  cases  in 
which  alcohol  was  injected  into  the  sac,  though  at  first  apparently 
cured,  afterwards  relapsed.  Macewen's  operation,  which  was 
employed  in  some  cases,  was  not  thought  favorably  of;  the 
author  considered  it  clumsy,  complicated,  and  the  free  separation 
of  the  sac  often  led  to  its  sloughing.  He  considered  that  the 
success  of  the  operation  depended  on  the  stoutness  of  the  silk 
employed  and  the  length  of  time  the  edges  of  the  wound  could 
be  held  together. 

Surgical  Tuberculosis  Treated  hy  Koch's  Lymph. — The  hopes 
as  to  the  efficiency  of  the  injection  of  Koch's  lymph  in  surgical 
tuberculosis  have  been  rudely  shattered  by  recent  reports  of 
cases  from  abroad  and  experience  at  home.  Very  few  cases,  so 
far,  have  been  benefited,  fewer,  still,  have  been  cured,  whilst  not 
a  few  have  been  distinctly  injured  by  the  treatment.    In  some, 
disease  has  been  conveyed  to  distant  parts,  and  in  others  the  local 
disease  has  been  aggravated  rather  than  improved.  Deaths  have 
also  occurred  from  its  use,  and  most  surgeons  who  have  had  much 
experience  with  it  have  come  to  the  conclusion  that  the  remedy 
is  often  a  dangerous  one,  and  must  be  used  most  cautious! j  and 
in  selected  cases.  Perhaps  recently  the  reaction  from  high  hopes 
at  first  entertained  has  made  the  pendulum  swing  too  much  in 
the  other  direction,  and  before  pronouncing  upon  its  usefulness 
or  uselessness  time  should  be  given  to  get  the  final  results  of  the 
carefully  conducted  experiments  with  the  lymph  now  going  on  in 
the  various  hospitals  at  home  and  abroad ;  still  the  fact  remains 
that  many  able  and  thoughtful  men  have  discontinued  its  use, 
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and  others  have,  though  still  continuing  to  use  it,  nearly  lost  faith 
in  it.  Dr.  Jas.  Israel,  at  a  meeting  of  the  Berlin  Medical  Society, 
held  on  Jan.  21st,  1801,  stated  that  he  had  had  24  cases  of  sur- 
gical tuberculosis  under  treatment  by  the  lymph  during  30-60 
days.    One  case  of  hydrops  articuli  he  pronounced  cured  ;  two 
cases  ended  fatally  ;  five  cases  (one  of  lupus)  remained  absolutely 
uninfluenced  by  treatment,  although  there  was  general  reaction 
there  was  not  the  slightest  local  change  ;  six  cases  showed  decided 
improvement ;  five  showed  none,  two  relapsed,  and  three  became 
decidedly  worse.    He  draws  the  following  conclusions  ;— 

(1)  The  remedy  does  not  in  all  cases,  even  if  we  exclude 
caseous  foci,  exert  an  influence  on  tuberculous  tissue. 

(2)  The  remedy  does  not  always  produce  necrosis,  but  some- 
times inflammatory  phenomenon  also. 

(3)  The  intensity  of  the  local  reaction  bears  no  proportion  to 
the  intensity  of  the  general  reaction. 

(4)  The  intensity  of  the  local  reaction  is  no  criterion  of  the 
therapeutic  eff-ect.  Good  effect  may  be  produced  where  the 
local  reaction  is  feeble,  and  intense  local  reaction  may  be  unac- 
companied by  any  favorable  therapeutic  effect. 

Jonathan  Hutchinson,  in  a  lecture  delivered  on  Lupus  on 
Jan  27th,  1891,  says  that  nothing  that  can  be  called  a  cure  of 
lupus  had  yet  been  obtained  in  London,  so  that  it  seems  unneces- 
sary to  ask  the  question  if  the  cures  are  lasting.    He  also  said 
that  it  had  come  to  his  knowledge  that  relapses  occur  very 
quickly.    The  patient  taken  to  Berlin  by  Mr.  Malcolm  Morns 
and  Dr.  Pringle  was  for  a  time  supposed  to  be  almost  cured  ; 
now  his  condition  was  almost  as  bad  as  before  the  operation. 
He  says  no  doubt  in  many  cases  the  fluid  has  done  very  great 
.rood,  and  no  one  can  doubt  that  it  possesses  very  great  powers. 
°  Dr  Thibierge  {Annales  de  Derm,  et  de  Syph,  Dec,  1890), 
after  passing  some  time  in  Berlin,  gives  the  results  of  his  obser- 
vations.   He  says  at  first  it  was  an  accepted  fact  that  lupus 
cases  were  promptly  cured,  and  cases  were  discharged,  but  alter 
a  time  relapses  were  found  to  occur.  The  dose  for  lupus  is  rela- 
tively large,  Koch  advising  1  centigramme  as  an  initial  dose, 
and  he  had  seen  40  milligrammes  injected  without  apparent 
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harm.  Intense  local  reaction  usually  follows  often  after 
1  milligramme,  when  the  crusts  fall  off,  leaving  a  smooth,  rose- 
red  surface,  but  after  all  reaction  has  ceased.  The  gross  appear- 
ances indicate  lupus  nodules  still  present ;  not  a  single  case  was 
seen  cured  even  in  appearance. 

At  the  meeting  of  the  Berlin  Medical  Society,  Jan.  12th,  '91, 
Kohler  reported  that  since  October  11th,  1890,  59  cases  had 
been  treated  at  the  Bardeleben  klinic.  Three  had  been  dis- 
charged as  cured,  and  one  as  improved.  The  cases  of  cure  were 
inflammation  of  the  elbow  and  fistula  of  the  wrist  joint,  and  one 
of  acute  coxitis  in  a  girl  aged  23.  One  case  of  hip-joint  disease 
died  after  seven  injections,  and  solitary  tubercles  were  found  in 
her  brain. 

Baum  (Deutseh.  Med.  Zeit,  No.  103,  1890)  reports  two 
cases  of  cure  after  injection — one  of  lupus  of  right  hand  and 
fingers,  and  another  case  of  ulceration  of  right  cheek  and  eyelid. 

Bulikonski  (^Przeglad  lekars,  50,  1890)  comes  to  the  follow- 
ing conclusions  regarding  cases  treated  in  Kaposi's  klinic  in 
Vienna : — (1)  The  injection  of  Koch's  lymph  excites  in  lupus 
areas  an  inflammation  accompanied  by  well  known  general  symp- 
toms of  reaction.  (2)  Reaction  follows  not  only  in  pure  tuber- 
culous diseases,  but  also  in  others,  as  in  leprosy,  sarcoma,  etc. 
(3)  It  cannot  yet  be  positively  stated  that  the  injection  of  the 
lymph  is  always  followed  by  reaction,  even  though  the  disease  is 
staictly  tuberculous  in  nature. 

Czerny  says  {Deutseh.  Med.  Woch.,  51,  1890)  that  in  the 
initial  forms  of  tuberculosis  and  in  lupus  the  Koch  material  is  so 
satisfactory  in  its  results  that  it  may  be  fairly  considered  the 
most  brilliant  discovery  in  therapeutics. 

In  a  letter  from  Berlin  (Univ.  Med.  Maga.,  March,  1891), 
Dr.  Guiteras  says  that  many  hopes  awakened  by  this  discovery 
have  not  been  verified.  The  building  up  on  this  basis  a  system 
of  treatment  is  the  weakest  part  of  the  structure.  The  curative 
operation  of  the  agent  is  limited  to  a  small  number  of  cases,  and 
these  cases  we  can  perhaps  conceive  curable  by  other  means. 
He  further  states  that  if  we  take  away  from  this  discovery  all 
possibiUty  of  success  as  a  therapeutic  agent,  yet  Dr.  Robt.  Koch 
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has  given  us  the  first  clear  insight  into  the  functional  pathology 
of  the  approaching  epoch. 

The  discussion  at  the  Beilin  Medical  Society  on  tuberculosis 
and  its  treatment  by  tuberculin  came  to  an  end  on  Feb,  255th. 
Frsenkel,  in  his  reply,  says  :  "  I  am  of  opinion  that  tuberculin 
exercises  a  direct  influence  on  those  parts  of  the  body  where 
tubercle  bacilli  exist  and  where  they  have  caused  changes  to 
take  place,  and  that  this  influence  consists  in  a  corrosive  action 
with  supervening  necrosis.  Thus  I  uphold  my  opinion  that  tuber- 
cuhn  is  a  spe.cific  for  tuberculosis." 

The  cases  of  surgical  tuberculosis  treated  in  the  Montreal 
General  Hospital  have  not  shown  much  improvement ;  on  the 
contrary,  many  seem  to  be  much  worse  than  before  the  treat- 
ment by  injection  of  lymph  was  commenced.  The  cases  injected 
comprised  tuberculosis  of  testicles,  bladder,  glands  of  neck,  knee 
joint,  lupus,  tuberculosis  of  the  skin,  etc.    The  cases  of  lupus 
showed  no  local  reaction  until  some  time  after  the  injections  were 
discontinued,  though  the  general  reaction  was  most  marked.  The 
result  was  that  the  patients  were  rather  worse  than  before  the 
commencement  of  the  treatment.    The  same  may  be  said  of  the 
joint  cases  and  the  testicle  cases.    A  case  of  enlarged  glands  of 
the  neck  after  injection  with  the  lymph,  showed  signs  of  consoli- 
dation of  the  apex  of  one  lung,  though  apparently  the  lungs  were 
quite  normal  before.  On  the  whole,  our  experience  has  not  been 
■favorable  in  the  surgical  wards.    It  is  well  to  keep  in  mind  that 
fresh  and  unsuspected  foci  of  tuberculous  disease  may  be  lighted 
up  by  this  treatment,  and  Dr.  Liebmann  of  Trieste  (^Berlin 
Klin.  Woch.,  No.  4,  1891)  states  that  tubercle  baciUi  are  found 
in  the  blood  of  people  under  treatment  with  tuberculosis  owing 
to  the  liberation  of  bacilli  from  a  localized  focus.    Dr.  L.  says 
he  never  found  bacilli  in  the  blood  of  persons  not  treated  with 
the  lymph.    Dr.  L.'s  statements,  however,  require  confirmation. 

Craniotomy  for  Mieroeephalus.—k  somewhat  similar  operation 
was  performed  in  Montreal  by  Dr.  W.  Fuller  as  far  back  as  1878, 
and  the  cas^  was  reported  at  the  time  (  Canada  iMedieal  Record, 
vol.  vi),  but  it  attracted  no  attention.  Dr.  W.  W.  Keen  {Med. 
News,  Nov.  29,  1890)  reports  a  case  which  he  believes  to  be 
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the  first  operated  on  in  this  country,  and  quotes  two  cases  of 
this  operation  done  by  Lanne-longue  of  Paris  and  published  in 
1890  {L' Union  MSdicale,  July  8,  1890.)  Dr.  Keen's  case 
was  that  of  a  girl  aged  4J  years,  with  a  small,  prognathic  head. 
She  never  could  walk,  was  constantly  moving,  wringing  her 
hands,  and  slavering.  Six  inches  and  a  half  of  the  cranial  vault, 
one  quarter  inch  wide,  were  removed  from  a  little  to  the  right 
of  the  sagittal  suture  ;  recovery  from  the  operation  was  complete 
in  five  days,  and  the  further  result  regarding  the  intelligence  of 
the  child,  etc.,  was  promised  in  a  future  report.  A  somewhat 
similar  operation,  though  much  more  extensive,  was  performed 
by  Prof.  J.  A.  Wyeth  of  New  York  (iV.  Y.  Med.  Record,  Feb, 
21,  '91)  on  a  child  11  month  old,  with  very  encouraging  results. 

Successful  Resection  of  the  Liver. — Dr.  G.  Fogliani  (  Grazetta 
degli  Ospitali,  Jan.  21,  1891)  reports  a  successful  case  from 
the  practice  of  Prof  Tansini  of  Modena.  Patient,  a  woman  aged 
25,  admitted  Nov.  26,  1890,  suffering  from  a  tumor  of  the  epi- 
gastric region  as  large  as  a  foetal  head,  with  shooting  pains  in 
the  abdomen  and  occasional  vomiting,  first  noticed  swelling  three 
years  before.  Laparotomy  was  performed  on  Dec.  8th.  The 
tumor  was  firmly  adherent  to  the  omentum,  and  in  separating  it 
many  ligatures  had  to  be  used.  In  drawing  out  the  tumor  it 
was  seen  to  be  a  hydatid  cyst,  imbedded  in  the  left  lobe  of  the 
liver.  Prof.  Tansini  dissected  it  out,  and  finally,  by  sacrificing 
some  of  the  liver  substance,  got  it  out  whole.  The  hemorrhage, 
which  was  considerable,  was  checked  by  ligatures  and  temporary 
plugging.  The  wound  in  the  liver  was  then  closed  by  two  series 
of  sutures.  The  patient  got  rapidly  well  without  rise  of  tem- 
perature, and  was  discharged  cured  in  seventeen  days. 

Surgical  Treatment  of  Cancer  of  Pyloric  End  of  Stomach.— 
Dr.  W.  T.  Bull  (iV:  Y.  Med.  Record,  Jan.  10,  '91)  reports  three 
cases  of  pylorectomy  with  gastro  enterostomy  for  carcinoma. 
The  first  case,  alluded  to  in  a  previous  Retrospect,  was  that 
of  a  woman  aged  27,  operated  on  April  10th,  1890.  She 
was  alive  and  in  good  health  at  the  time  Dr.  Bull's  paper 
was  read.  The  greater  part  of  the  stomach  was  excised  and  the 
cut  duodenum  and  stomach  closed  completely,  then  a  fresh  open- 
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ing  was  made  in  the  anterior  wall  of  the  stomach  near  the  great 
curvature,  and  another  in  a  loop  of  jejunum  near  its  commence- 
ment.   Abbe's  catgut  rings  were  introduced  and  then  secured 
in  the  usual  way.    The  operation  occupied  three  hours.  The 
patient  was  fed  by  the  rectum  for  two  days,  fluids  by  mouth  on 
third  day,  and  solid  food  on  the  tenth  day.    She  left  hospital 
well  at  the  end  of  seven  weeks.    The  second  case  was  also  one 
of  carcinoma  in  a  man  aged  63,  but  he  died  from  faulty  suture 
of  the  duodenum  at  the  end  of  fifteen  hours.    The  operation 
took  two  hours.    The  third  case  was  a  woman  aged  63,  and  was 
also  unsuccessful  owing  to  the  accident  of  leaving  a  sponge  in 
the  stomach,  which  led  to  rupture  of  the  line  of  union  and  peri- 
tonitis.   In  preparing  his  patients  for  this  operation  Dr.  Bull 
uses  a  stomach  pump  while  the  patient  is  under  ether.  He 
performs  the  median  incision  and  prefers  it  to  any  other.  He 
uses  no  clamp  for  the  stomach  or  duodenum,  but  prefers  the 
fingers  of  an  assistant.    A  plug  of  ioaoform  gauze  stops  the 
duodenum  and  flat  sponges  keep  the  stomach  dry.    The  cut  end 
of  stomach  and  duodenum  are  closed  by  a  continuous  suture  of 
the  mucous  membrane,  reinforced  by  interrupted  Lembert's 
sutures.    In  usifig  the  catgut  rings  he  always,  in  addition  to  the 
silk  ligatures,  makes  use  of  a  continuous  silk  suture. 

One-half  the  cases  of  pyloric  cancer  are  favorable  to  operation 
according  to  Gussenbauer,  the  neighboring  glands  not  being 

involved.  .  r  i.v, 

Dr  Robert  Weir,  on  Dec.  8th,  1890,  read  a  paper  before  the 
Surgical  Section  of  the  New  York  Academy  of  Medicine  on. 
aastro-enterostomy  rather  than  Resection  for  Cancer  of  the 
Pylorus.    He  says  that  in  the  96  cases  of  gastro-enterostomy 
that  he  had  collected  there  were  only  39  deaths  (40  per  cent  ) 
and  all  these  were  done  by  the  old  method  of  operation.   In  24 
cases  where  the  approximation  plates  or  rings  were  used  there 
were  only  3  deaths  (12  per  cent.).    In  BiUroth's  41  cases  o 
pylorectomy  for  fibrous  stenosis  there  were  22  deaths,  lb  ot 
these  from  stitches  giving  way  at  the  duodenal  end. 

Experimental  Studies  in  Intestinal  Surgery. -In  the  Medi- 
cal News  of  Feb.  28th,  1891,  Drs.  Ashton  and  Baldy  of  Phila- 
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delphia  have  a  paper  on  the  above  subject.    It  describes  the 
technique  and  methods  of  the  work  they  have  done  on  the 
lower  animals.     Amongst  the  improvements  introduced  to 
increase  the  rapidity  and   safety  of  operations  is  a  new 
approximation  ring  made  of  segments  (usually  two)  of  solid 
rubber  cord  one-eighth   inch  thick,  united  by  catgut  liga- 
tures.   Only  four  approximation  ligatures  are  used,  and  are  tied 
to  the  catgut  uniting  the  segments  together.    The  advantages 
of  this  ring  are  that  it  has  a  large  opening,  and  the  approxima- 
tion surface  is  small  and  does  not  take  up  much  space.    It  is 
solid,  immovable,  firm,  and  easily  manipulated.    It  is  quickly 
made  and  costs  little.    For  implantation  of  the  ileum  into  the 
colon  by  end  to  end  invagination  a  different  ring  is  used,  made 
of  the  larger  sized  rubber  bands  found  in  stationers'  shops,  half 
an  inch  broad  and  one-sixteenth  of  an  inch  thick.    They  can  be 
cut  the  required  length  and  stitched  with  catgut.    After  the 
approximation  sutures  are  tied,  the  operation  is  completed  by  a 
continuous  gut  suture  round  the  parts  and  through  its  serous 
membrane  only.    In  end-to-end  invagination,  first  a  resection  is 
made,  a  rubber  ring  of  the  proper  size  is  introduced  into  the 
proximal  end  of  the  gut,  then  with  a  continuous  catgut  suture 
the  cut  edge  of  the  bowel  is  stitched  to  the  lower  edge  of  the 
rubber  ring.    A  strong  catgut  suture  with  needle  at  each  end 
is  now  introduced.    Each  needle  is  carried  in  turn  into  the 
lumen  of  the  gut  until  it  reaches  the  upper  edge  of  the  ring  ; 
it  then  perforates  the  rubber,  passing  directly  through  it  and  the 
intestinal  wall,  bringing  both  ends  outside  the  gut.  Several 
sutures  are  thus  passed,  and  they  are  afterwards  introduced  into 
the  distal  end  of  the  gut,  half  an  inch  from  the  cut  edge,  like  a 
Lembert  suture,  but  including  muscular  as  well  as  serous  tissue. 
The  portion  of  the  gut  with  the  rubber  ring  in  it  is  then  invagi- 
nated  into  the  distal  end  and  all  the  sutures  being  pulled  tight, 
care  being  taken  to  turn  in  the  portion  of  bowel  beyond  the  point 
where  the  sutures  are  introduced.    To  complete  the  operation, 
a  supplementary  continuous  silk  suture  is  placed  around  the 
whole  circumference  of  the  invagination.    The  authors  say  this 
method  is  rapid,  and  there  is  very  little  danger  of  leakage.  The 
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description,  -which  is  complicated,  is  difficult  to  understand  with- 
out the  aid  of  illustrations  with  which  the  original  article  is 
supplied.  A  somewhat  similar  method  is  described  for  the  pur- 
pose of  bringing  the  ileum  and  colon  together  by  invagination. 

Constriction  of  the  lleo-Cceeal  Valve. — Pean  (Medical  News, 
Feb.  28th,  1891)  describes  an  operation  for  the  relief  of  the 
above-mentioned  condition  by  incising  the  colon,  cutting  away 
from  the  valve  all  abnormal  tissue,  and  then  suturing  again  the 
cut  bowel  by  catgut. 

Nephrectomy  for  Hcemophilia  Renalis. — Professor  Senator 
(^Berlin  Klin.  Woch.,  Jan.  1,  1891)  reports  a  case  of  haema- 
philia  renalis  in  a  girl  aged  19.  A  hereditary  tendency  existed 
in  the  family  of  her  father.  The  seat  of  the  bleeding  was  located 
in  the  right  kidney  with  the  endoscope  by  Dr.  Nitze.  Medicinal 
measures  proving  of  no  avail,  and  the  patient  threatening  to  die 
of  anaemia,  nephrectomy  was  performed,  the  patient  making  a 
rapid  recovery.  The  excised  kidney  was  perfectly  normal.  In 
his  paper  Senator  mentions  two  other  cases  of  nephrectomy  for 
obstinate  hsematuria.— (Quoted  in  Medical  News,  Feb.  7,  '91.) 

Removal  of  the  Gasserian  Ganglion  for  Severe  Neuralgia.— 
In  the  last  Retrospect  was  noticed  the  bold  operation  performed 
by  Mr.  Eose  of  King's  College  Hospital,  London,  of  removal 
of  the  Gasserian  ganglion  for  severe  neuralgia.  Mr.  Eose  a 
second  time  performed  this  operation  {Lancet,  Feb.  Tth,  1891) 
on  Thursday,  Jan.  29th.  The  patient  was  a  female,  aged  60, 
under  Dr.  Ferrier's  care,  who  had  suffered  for  many  years  from 
severe  neuralgia,  chiefly  affecting  the  right  superior  maxillary 
nerve.  After  being  put  under  chloroform  the  eyelids  were 
stitched  together  on  the  right  side,  a  flap  of  skin  was  dissected 
forward,  the  zygoma  was  exposed,  and  after  holes  had  been 
drilled  by  an  electromotor,  it  was  divided  and  drawn  down 
with  the  masseter  muscle.  The  coronoid  process  of  the  lower 
jaw  was  also  drilled  and  divided  in  this  same  manner,  and 
turned  up  with  the  temporal  muscle  attached;  the  external 
pterygoid  muscle  was  then  cut  through  and  the  foramen  ovale 
reached,  into  which  the  pin  of  a  haU  inch  trephine  was  in- 
serted and  a  disc  of  bone  removed.  The  bleeding  was  trouble- 
some, and  persisted  for  some  time.    The  ganglion  was  seized 
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by  some  specially  constructed  hooks,  one  of  which  had  a  cut- 
ting edge  on  a  concave  surface.  Its  attachments  were  thus 
loosed  and  divided.  The  wound  was  washed  with  bichloride 
solution.  The  bones  which  had  been  sawn  through  were  re- 
phiced  and  secured  in  position  by  nine  suture-,  a  drainage-tube 
inserted,  and  the  wound  dressed  wi.h  cyanide  gauze.  The 
operation  took  one  hour  and  a  half  The  patient,  when  the 
report  was  written,  was  doing  well.  The  first  patient  operated 
on  by  Ml-.  Eose  in  April  1890,  by  a  different  operation,  still 
continues  free  from  pain  and  is  in  good  health. 

Repeated  Operations  on  the  same  Nerve  for  Chronic  Facial 
Neuralgia.— Dv.  Edmund  Andrews  (^Medical  News,  Feb.  14,  '91) 
says  that  repeated  operations  on  the  same  nerve  will  give  after 
each  operation  a  prolonged  period  of  relief  to  patients  suffering 
from  facial  neuralgia,  and  relates  cases  to  prove  this.  He 
says  that  in  chronic  rases  the  Gasserian  ganglion  is  always 
inflamed  and  extirpation  would  effect  a  permanent  cure.  He 
suggests  the  following  operation,  but  evidently  had  not  heard 
of  Mr.  Eose's  description  of  his  first  operation  in  the  Lancet 
of  Nov.  1st,  1890.  Operation — First  raise  the  tissues  from  the 
outer  surface  of  the  ramus  of  ihe  jaw  and  divide  the  ramus 
below  its  middle,  then  forcibly  turn  the  I'araus  out  so  as  to 
exposr  the  parts  within.  Identify  the  nerve  and  follow  it  up 
and  in  to  its  exit  from  the  foramen  ovale ;  enlai-ge  the  foramen 
to  admit  of  the  entrance  ef  a  yery  small  curette,  and  thus 
break  down  and  remove  the  ganglion.  After  the  operation 
the  ramus  could  be  replaced  and  wired. 

Fibromata  of  the  Naso-Pharyngeal  Space :  their  Treatment  by 
New  Methods. — Eemoval  of  these  growths  by  ordinajy  surgical 
methods  has  not  proved  very  satisfactory,  the  severe  hemor- 
rhage which  accompanies  operations  being  the  chief  impedi- 
ment to  success.  Dr.  Thudichum  {Lancet,  Jan.  31st,  1891) 
advocates  the  use  of  the  clectro-cauleiy  in  these  cases;  by 
this  means  he  dissects  out,  divides  and  destroys  the  tumor. 
Bleeding  is  either  prevented  or  arrested  by  the  injection  into 
the  bleeding  adhesions  of  a  concentrated  solution  of  ferric 
chloride.  He  employs  the  electro-cautery  in  two  forms— one, 
the  fork-burner,  which  cuts  into  the  parts  like  the  sharpest 
chisel;  the  other,  the  electro  cautery  loop,  used  while  hot  as 
an  ecrageur.    The  styptic  is  injected  with  a  small  syringe 
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armed  with  a  long  platinum  needle.  No  general  anaesthetic 
is  used,  only  a  local  one,  as  cocaine.  Almost  the  entire  opera- 
tion is 'performed  through  the  nose,  and  the  risks  of  the  opera- 
tion are  absolutely  nil.  In  some  cases  the  tumor  has  to  be  cut 
to  pieces  in  the  pharyngeal  space,  through  the  nose,  by  a  cut- 
ting instrument  like  a  lithotrite,  and  removed  in  pieces  with  a 
wire  loop.  The  operations  are  tedious,  but  safe.  A  number 
of  cases  are  cited. 

Volkmann's  Treatment  of  Inveterate  Club-foot.— Yon  Bungnei- 
of  Halle  in  a  paper  on  the  Volkmann  treatment  of  club-foot 
(Gentraiblatt  f.  Chirurgie,  Jan.  1891),  says  that  however  ad- 
vanced the  age  of  the  patient,  and  complete  the  ossification  of 
the  bones,  there  exists  still  almost  unimpaired  a  "  transforma- 
tive power"  or  a  power  of  moulding  the  opposed  surfaces  of 
bones  by  the  ordinary  processes  of  absorption  under  pressure 
and  of  nutrition  generally  to  the  conditions  under  which  they 
may  be  placed  naturally  or  by  artificial  means.    The  worst 
cases  of  club-feet  have  been  successfully  treated  without  opera- 
tion in  adults  from  the  age  of  20  to  30.  In  one  case  of  extreme 
talipes  varus  in  a  young  man  aged  24,  the  procedui-e  was  as 
follows    The  patient  being  placed  under  chloroform,  the  foot 
was  forcibly  flexed  to  the  utmost  degree  possible  and  fixed  in 
the  new  position  by  a  bandage  of  water-glass,  which  is  much 
harder  and  more  duivible  than  plaster.    Thus  partially  relieved 
the  patient  was  allowed  to  walk  as  well  as  he  could  thereby 
continuing  the  pressure  in  the  desired  direction  and  develop- 
ino-  the  muscles  of  the  leg  and  foot.    After  some  weeks  the 
procedure  was  repeated,  more  complete  rectification  being 
obtained  until  a  cure  was  efiected.    The  cure  was  complete  at 
the  end  of  fourteen  months.    He  could  then  wear  ordinary 
boots,  could  walk  for  an  hour  without  fatigue,  and  when  the 
feet  were  covered  with  socUs,  showed  no  deformity_ 

Treatment  of  Acute  Effusion  in  the  Knee-joint  by  lapping,— 
Mr  Edmund  Owen  (Practitioner,  Feb.  1891)  recommends  that 
in  cases  of  traumatic  effusion  of  the  knee-joint  good  results 
follow  tapping  with  trocar  or  evacuating  the  fluid  by  means  of 
an  aspirator.  He  prefers  the  trocar  and  cannula,  and  makes 
the  puncture  on  on'e  side  of  the  patella ;  when  the  cuinula  is 
withdrawn,  the  opening  should  be  closed  with  collodion  and 
The  itb  fiied  in  lateral  splints  of  house-flannel  and  plastei-of- 
Paris.    Great  relief  is  at  once  given  to  the  patient. 
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I  have  myself  followed  this  practice  for  some  years,  both  in 
ordinary  synovial  effusion  following  injury  and  in  fi'actures  of 
the  patella.  In  my  cases  I  have  always  used  the  aspii-ator, 
and  have  immediately  afterwards  put  the  limb  up  in  plaster- 
of-Paris.  This  is  the  quickest  Avay  of  trcatinii'  such  cases,  and 
one  which  gives  almost  immediate  relief  to  the  patient. 

Lithotrity  by  a  Series  of  Sittings. — Prof.  Guyon  {Annates  des 
Malad.  des  Organes  Genito-Urinaires,  Dec.  1890)  describes  a 
class  of  cases  in  which  he  has  found  it  advisable  to  empty  the 
bladder  in  a  sei-ies  of  sittings,  although  he  has  adopted  in  toto 
Bigelow's  views  for  all  ordinary  cases.    The  cases  needing  a 
series  of  sittings  are  those  in  which  the  calculus  is  phosphatic. 
In  these  patients  the  bladder  itself  is  very  iri-itable,  and  resents 
prolonged  operation  which  is  necessary  for  its  complete  evacu- 
ation, whilst  its  loculi  and  rugte  render  the  task  of  finding  all 
the  calculi  a  most  difficult  if  not  impossible  one.    Added  to 
this  such  bladders  are  always  of  large  capacity,  and  often  non- 
contractile,  or  only  contract  with  difficulty,  so  that  the  frag- 
ments are  not  readily  washed  out  from  all  their  various  lurk- 
ing places.    Guyon  remarks  that  it  must  be  borne  in  mind 
that  the  evacuator  does  not  exercise  much,  if  any,  attraction 
for  fragments  more  than  an  inch  to  an  inch  and  a  half  from  its 
eye,  so  that  in  these  large  bladders  fragments  are  very  likely 
to  be  left  behind.    M.  Guyon  cites  the  case  of  an  old  man  in 
whom,  after  the  removal  of  considerable  masses  of  calculous 
matter,  he  found,  a  few  days  later  at  a  second  sitting,  another 
large  calculus  which  he  had  left  behind  quite  unsuspected  on 
the  first  occasion.    A  case  of  this  kind  is  the  more  perplexing, 
as  the  cystitis  from  which  such  patients  suffer  is  always  greatly 
ameliorated  by  the  first  operation,  thus  leading  the  patient 
and  the  surgeon,  if  he  is  unsuspecting,  to  imagine  that  a  com- 
plete cui-e  has  been  effected.     In  some  instances  which  he 
quotes,  Guyon  shows  that  the  class  of  patients  to  which  he 
refers  even  do  better  when  treated  as  out-patients  by  frequent 
small  crushings  than  when,  with  the  additional  security  of 
bed  and  hospital  treatment,  the  bladder  is  completely  emptied 
at  one  sitting.— (Quoted  in  the  Supplement  to  the  British  Medi- 
cal Journal,  Jan,  3rd,  1891.) 
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Excision  of  the  Tongue— At  the  meeting  of  the  London 
Medical  Society,  held  April  2nd,  1891,  Mr.  W.  Whitehead  of 
Manchester  read  a  most  instructive  and  interesting  "  report  of 
104  Oases  of  Entire  Excision  of  the  Tongue  for  Cancer  " 
(^Lancet,  May  9th,  1891).    During  the  last  twenty  years  he 
had  operated  139  times  on  the  tongue  for  cancer,  with  119 
recoveries  and  20  deaths,  a  mortality  of  14.B  per  cent.  De- 
ducting 10  removals  with  the  galvano-^craseur  and  'Zb  partial 
excisions,  there  are  left  104  cases  of  complete  excision  of  the 
tongue  with  scissors,  with  a  mortality  of  20,  or  19.21  per  cent. 
Of  course  these  cases  include  those  where  the  disease  was  ex- 
tensive, involving  the  floor  of  mouth  and  tonsil,  and  necessitating 
an  extensive  and  severe  operation,  the  mortality  of  which  was 
about  50  per  cent.    In  66  cases  where  the  tongue  alone  was 
removed,  the  mortality  was  only  4.5  per  cent.    Mr.  Whitehead 
describes  his  method  of  operating  as  follows  : 

(1)  The  patient  should  be  completely  under  the  influence  of 
the  anaesthetic  during  the  first  stage  of  the  operation,  but  after- 
wards only  partial  insensibility  should  be  maintained. 

(2)  The  head  should  be  supported  in  such  a  position  that  the 
blood  should  gravitate  out  of  the  mouth  rather  than  back  to  the 
pharynx. 

(4)  A  firm  ligature  should  be  passed  through  the  tip  of  the 
tongue  for  purposes  of  traction. 

(5)  The  first  step  in  the  operation  consists  in  dividing  the 
reflection  of  mucous  membrane  between  the  tongue  and  jaw  and 
the  anterior  pillars  of  the  fauces. 

(6)  Rapid  separation  of  the  anterior  portion  of  the  tongue 
from  the  floor  of  the  mouth,  and  (7)  securing,  if  possible,  the 
lingual  arteries  with  forceps  prior  to  division. 

(8)  Passing  a  ligature  through  the  glosso-epiglottidean  fold 
before  finally  separating  the  tongue. 
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(9)  The  application  of  a  mercurial  solution  to  the  floor  of  the 
mouth,  followed  by  painting  the  surface  with  an  iodoform  styptic 
varnish. 

With  regard  to  hemorrhage,  Mr.  Whitehead  states  that  after 
the  mucous  membrane  and  pillars  of  the  fauces  are  cut,  the 
tongue  can  be  drawn  out  of  the  mouth,  making  the  operation  an 
external  one,  and  if  the  arteries  are  cut  before  being  seized  they 
bleed  externally.  He,  from  extended  practice,  can  now  always 
seize  the  arteries  before  division,  and  he  is  in  the  habit  of  dis- 
regarding all  bleeding  and  cutting  boldly  until  the  neighbourhood 
of  the  arteries  is  reached.  He  always  twists  the  vessels,  and 
has  never  had  a  case  of  secondary  hemorrhage.  In  his  own 
practice  the  operation  is  practically  bloodless.  As  a  styptic  and 
antiseptic  paint  for  the  floor  of  the  mouth,  he  uses  Friar's  balsam, 
but  substitutes  for  the  spirit  ordinarily  used  in  its  preparation  a 
saturated  ethereal  solution  of  iodoform,  adding  to  the  ether  one 
volume  in  ten  of  turpentine.  He  at  one  time  fed  patient  by  the 
rectum  for  the  first  four  days,  but  now  he  has  abandoned  this 
practice  and  feeds  patient  by  the  mouth  as  freely  and  early  as 
possible.  Instead  of  keeping  his  patients  in  bed,  he  encourages 
them  to  sit  up  and  even  go  out  in  the  sunshine  the  day  after  the 
operation  if  the  weather  be  fine. 

In  sixty-one  cases  which  could  be  traced  after  operation,  15 
survived  the  operation  one  year,  4  two  years,  2  three  years, 
and  1  six  years.  In  one  case  reported  in  1880,  the  patient 
lived  fourteen  years  after  operation.  In  only  six  cases  was 
there  a  family  history  of  cancer,  and  in  seven  of  syphilis  In 
16  cases  the  disease  was  traced  to  an  injury.  Of  79  cases  41 
smoked  clay  pipes.  In  the  15  cases  occurring  in  women,  two 
occurred  in  smokers.  Mr.  Whitehead  pleads  strongly  for  early 
operation. 

I  have  recently  performed  this  operation  in  a  man  aged  63. 
It  is  easy,  simple  and  rapid,  and  with  a  good  light  and  sharp 
assistant  the  arteries  need  not  give  the  operator  any  anxiety. 
The  patient  swallowed  liquid  food  readily  on  the  second  day, 
and  was  up  and  about  on  the  third.  After  food  was  taken,  the 
wound  was  washed  out  and  the  styptic  varnish  applied  twice 
daily.    In  every  way  I  found  the  operation  to  be  a  most  satis- 
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factory  one,  when  the  floor  of  mouth,  lousils  or  .o.>.m>  tuw 

iuvolvovi.  ^     <  t  1  • 

Mr  Bor^^or  of  Tiuns,  at  tho  mooting  of  tl»o  Nk-k^u^  do  1  \w 

ur-ie  on  Fobruarv  -tth,  IS^U    U  Semain^  Fob.  1 1  th, 

lSin\  rooommouds  in  partial  excision  of  tho  tongue  the  umon 
,f  the  cut  edges  bv  deep  sutu»vs.  lie  has  obtained  n.  the.o 
cases  complete  union  by  primary  intention  n^  txvo  Nveeks  I  he 
tonvnie  is  removed  bv  means  of  the  therm.vcautery.  and  the 
,u  Jt  careful  antiseptic  precautions  are  taken,  the  mouth  bemg 
washed  out  overv  four  hours  with  a  boraoo  actd  solution. 

'  \fter  complete  excision  of  the  tongue,  some  surgeons  recom- 
mend the  bvindn^^  of  mucous  membrane  fnun  before  backwarv  s 
over  the  stump,  as  is  done  in  cases  >vhere  the  jaNV  is  nnuoved. 
Whitehead  has  found  this  procedure  interfere  Nvith  the  move- 
ment, of  the  epiglottis.  In  cases  >vhere  the  disease  of  the  floor 
of  the  mouth  is  extensive,  it  is  quite  impracticable. 

T,r.ttmfHt  of  aauirr^»om  Gut  in  StrannulaUd  Rmua.- 
Althondv  this  'subject  has  been  i-efenx^d  to  very  recently,  snl 
tl,e  opinion  of  surgeons  is  so  various  that  any  turther  hght  on  the 
subiect  wilUnvvo  m.v^t  acceptable.  , 
Mr  C  B.  Ux'kwood,  at  a  meeting  of  the  Royal  Medical  and 
n,;...:.  A-.l  Societv,held  March  •24th,  ISOl,  read  a  ^^..ver  on  the 
of  StrauifuhtUd  H.T,ua  tcheH  the  inf^stiW  i«  Cf«ri.- 
.r.nou.  or  67.vn,W.    Ho  sho^ved  that  the  old  treatment 
Lud  not  be  depended  upon  to  give  ix>lief.    In  the  cases^.per- 
ated  on  by  incision  of  the  gangrenous  boNvel,  no  les.  than  .s.s.o. 
ner  cent.  died.    Even  if  the  v^uient  escat>es  the  danfe^>rs  of 
^ptic  intection,  the  bowel  may  be  opened  so  high  up  that  he 
,.i{erwards  dies  of  inanition.    The  autlior  s  conclusion  wa.  h 
primarv  resection  ,.nd  suture  was  die  procedure  that  ought  to 

be  adoi^ed  in  ,.ll  these  oase^^^  Mavo  Robson  advocated 

In  tlie  discussion  wlucli  tolloMCit.  Mr. 
nrimirv  resection,  and  related  t«o  snocessM  cases^  Mr.  I  u^-- 
ZZ  L  surprised  a,  the  great  mortality  of  the  oUi  o,H-ra  ion 
fnhis  exi*rie„ce  the  majority  of  cases  vver.-  morihund  I  to^ 
hey  »er^  operated  «,»ni ;  patients  in  his  experience  did  no. . 
tZ  f:.cal  extravasation  or  peritonitis,  bu.  t.nn 
held  that  the  treatinen,  hy  resection  could  be  appbed  to  a  ler. 
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small  number  of  cases,  and  that  for  the  majority  the  old  treat- 
ment would  be  adhered  to.  Mr.  Bennett  looked  upon  the  treat- 
ment by  resection  as  the  ideal  one,  but  such  a  treatment  was 
not  always  easily  adapted  to  ordinary  practice.  The  condition 
of  the  patient  also  often  was  such  that  the  question  of  resection 
could  not  be  considered.  In  many  cases  where  the  bowel  was 
laid  open  there  was  paralysis,  and  resection  even  would  not  over- 
come this.  He  had  succeeded  in  affording  relief  by  introducing 
a  tube  and  drawing  off  the  faeces.  He  advocated  returning  the 
gut  within  the  neck  of  the  sac  and  introducing  a  drainage-tube. 
Mr.  Treves  stated  that  the  mortality  after  the  operation  for 
strangulated  hernia  in  the  London  Hospital  was  50  per  cent. 
In  73  cases  of  strangulated  hernia  in  which  he  had  operated 
when  emergency  surgeon,  there  were  six  cases  of  gangrene  of 
the  bowel ;  all  died.  In  two  he  did  nothing,  in  one  he  cut  open 
the  bowel,  and  in  three  he  resected.  The  less  that  was  done  in 
these  cases  the  better  ;  the  patients  died  of  obstruction  and  not 
of  gangrene.  The  sac  should  be  opened,  the  constriction  re- 
lieved, and  the  gut  opened  or  left  to  open  itself. 

In  the  Beitrage  zur  Klin.  CJdr.,  Bd.  vii,  Hft.  1,  Dr.  Krumm 
of  Heidelberg  discusses  the  indications  and  contraindications  of 
primary  resection  with  apposition  of  the  divided  portions  of  in- 
testine by  circular  suture  in  cases  of  gangrenous  hernia.  The 
paper  is  based  on  15  cases  of  gangrenous  hernia  treated  in  Prof. 
Czerny's  klinic  in  seventeen  years.    In  9  an  artificial  anus  was 
established,  and  in  4  the  gangrenous  intestine  was  cut  away  and 
the  divided  ends  of  the  canal  brought  together  by  a  circular  row 
of  sutures.    By  the  first  method  5  cases  recovered  completely, 
and  -i  resulted  fatally.    Primary  resection  was  successful  in 
three  cases,  the  fourth  case  dying  asphyxiated  on  the  operating 
table.    Czerny  advocates  resection  in  suitable  conditions,  but 
the  formation  of  an  artificial  anus  is  indicated  when  the  gangrene 
involves  the  sac  as  well  as  the  bowel,  when  the  strangulation  has 
been  much  prolonged  and  the  patient  is  in  a  state  of  collapse, 
and  there  is  a  large  accumulation  of  faeces  in  the  intestinal  canal. 
Primary  resection  is  justifiable  in  recent  cases  of  strangulation, 
where  the  mesentery  is  not  too  much  constricted  or  involved, 
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and  where  there  is  no  exhaustion  anJ  collapse,  and  no  pento,nt,s. 
It  is  contiaindicated  where  there  is  a  phlegmon.  Dr.  Krumio 
susgests  that  this  operation  be  conhncd  to  hospital  praetice. 

Rejection  of  Intestin.      Senn'.  ^'</'"\-^\'^''X  ' 
the  Clinieal  Society  of  London,  held  May  8th,  1891,  Mr.  A 
Lane  reported  two  cases  of  resection  of  the  gut  for  gangrene 
The  first  case  was  that  of  a  woman  aged  53.    It  was  femoral, 
and  on  the  right  side.  The  bowel  was  found  in  a  damaged  con- 
dition, so  after  cleansing  the  bowel,  a  median  section  was  made 
the  bowel  drawn  out,  and  it  was  found  that  -'^  ^  Por  ,on  o  t^ 
calibre  of  the  bowel  was  involved  (L.ttrd's  h-rma)  and  that  Us 
coition  was  hopeless.    About  three  inches  of  the  bowel  wa^ 
moved  and  its  mesentery  Ugatured,  the  cut  ends  were  mverted 
and  closed  by  Lembert's  sutare,  and  anastomosis  performed  by 
st;s  plates.    Patient  d.d  well,  and  in  t«nty  (our  days  wen 
out  well.    The  second  case  was  a  woman,  aged  55,  who  had 
Ired  frem  strangulated  femoral  hernia  for  five  days  before 
at^sion  to  hospital  was  in  a  collapsed  eonditien,  and  ah  omen 
distended    The  bowel  was  found  gangrenous,  and  some  fou 
"  as  removed.  The  operation  was  very  rapidly  performed 
owing  to  the  condition  of  the  patient.  She  hved  five  days  death 
resulting- from  the  escape  of  contents  into  the  pentoneum  from  a 
mat  opening  in  the  proximal  end  of  the  bowel.    Mr.  Lane,  n 
0^010 Jon,  sirengly  advocated,  in  desperate  cases,  merely  pe,- 
o^in.  Senn's  aLtomosis  without  resecting  the  bowel  bu 
l  alg^it  outside.    In  cases  where  the  condit.on  o  t  e  pat.cn 
walfir  and  the  bowel  doubtful,  the  abdomen  should  be  opened 
r  he  middle  line,  the  bowel  examined,  and,  if  -cessary  re- 
seeted.    Ho  looked  upo,>  the  old  method  ol  treatment  as  a  d,s- 

trrace  to  modern  surgery.  .   .      r  i. 

°T  the  discussion  which  followed,  the  major.ty  of  speak  rs 
ad  ocatcd  resection.  Mr.  Parkin  stated  that  n,  272  operat  o  s 
for  strangulated  hernia  at  Guy's  Hosp.tal  "-J^/"  ' 
Tn  "■■>  cases  where  the  bowel  was  gangrenous,  21  died.  Mi^ 
Har^rion  Cr  pps  protested  against  the  older  methods  ben,g  cal  ed 
I  r  us,  and  held  that  much  could  be  done  y  openmg 
bowel  and  withdrawing  the  contents  by  means  of  a  tube.  If 
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patient  were  moribund,  resection  of  the  intestines  would  prove 
of  no  avail. 

Diaphragmatic  Hernia.— I>x.  Hollis  {Lancet,  May  16th,  '91) 
reports  a  case  of  this  hernia  occurring  on  the  right  side  in  a  boy 
aged  16,  admitted  into  the  Sussex  County  Hospital.  Three 
hours  before  admission  he  was  found  lying  in  the  street  doubled 
up  with  pain ;  he  had  been  perfectly  healthy  up  to  the  time  of 
seizure.  On  admission  he  was  in  a  state  of  collapse.  His  bowels 
had  been  opened  that  morning  previous  to  onset  of  pain,  which 
was  of  a  dull,  aching  character.  Heart's  apex  two  inches  out- 
side of  nipple  Une  ;  sub- tympanitic  percussion  note  over  the  right 
side  of  chest,  suggesting  pneumothorax  ;  breath  sounds  were 
distant  and  cavernous  ;  absolute  loss  of  vocal  fremitus  as  high 
as  scapula  ;  abdomen  retracted  and  percussion  note  dull.  He 
continued  to  get  worse,  and  it  was  decided  to  aspirate,  but 
nothing  at  first  came  through  the  needle,  but  after  cleaning  it 
a  bluish  fluid  and  air  escaped.  The  fluid  had  a  grumous  smell 
like  stomach  washings,  was  strongly  acid,  and  found  to  contain 
oil  globules,  starch  granules,  muscular  fibres,  etc.  He  was  much 
relieved  for  a  time,  but  the  pain  again  returned,  and  he  died 
that  evening.  At  the  necropsy,  the  right  lung  was  found  col- 
lap*sed,  and  the  right  chest  contained  omentum,  mesentery,  large 
and  small  bowel ;  these  protruded  through  a  round  opening  with 
a  smooth  edge,  which  existed  between  the  external  arched  liga- 
ment and  the  central  tendon  of  the  diaphragm.  All  the  intes- 
tines, with  the  exception  of  the  duodenum,  sigmoid  flexure,  and 
rectum  were  in  the  right  thorax.  The  stomach  was  much  con- 
gested and  ecchymosed,  and  had  without  doubt  been  in  the 
thorax  when  it  was  aspirated.  The  opening  in  the  diaphragm 
showed  no  evidence  of  recent  rupture. 

Hernice  which  have  Relapsed  after  Operation. — Dr.  Wm.  T. 
Bull,  in  a  paper  on  the  above  subject  (iV.  Y.  Medical  Journal, 
May  30th,  1891),  says  that  frequent  contact  with  patients  who 
have  been  operated  on  for  hernise  gives  rise  to  the  belief  that 
the  majority,  while  not  cured,  are  certainly  improved.  This 
goes  without  saying  in  the  cases  of  irreducible  or  strangulated 
hernise.  Even  with  relapsed  hernia,  patients  find  much  satis- 
faction in  the  fact  that  the  protrusions  are  not  so  large  as  before 
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operation,  or  they  experience  increased  comfort  and  security  in 
the  wearing  of  the  truss.  When  the  patient  says  his  condition 
is  worse  than  before  operation,  it  is  found  that  a  truss  has  not 
been  worn  at  all  or  that  the  cicatrices  of  the  wounds  presented 
signs  of  their  having  healed  by  granulations  with  subsequent 
yielding  of  the  cicatrices.  In  conclusion,  he  says  that  he  be- 
lieves that  all  procedures  -should  be  so  devised  as  to  insure 
prompt  healing  of  the  wound,  and  that  the  support  of  a  truss 
should  be  insisted  on  from  the  time  the  patient  leaves  his  bed. 

Operations  on  Enlarged  Prostate. — Dr.  Belfield  of  Chicago 
(Amer.  Jour,  of  Med.  Sc.,  Nov.  1890),  in  an  elaborate  article 
on  the  above  subject,  says— (1)  The  inability  to  evacuate  the 
urine  does  not  depend  on  degeneration  of  bladder  muscles,  but 
is  due  to  mechanical  obstruction  offered  by  prostatic  growths. 

(2)  That  this  enlargement  of  the  prostate  is  not  limited  to 
advanced  life. 

(3)  That  prostatic  obstruction  is  usually  of  such  a  form  as  to 
permit  of  excision. 

When  operation  is  determined  upon,  thorough  enucleation  of 
all  circumscribed  masses  within  as  well  as  above  the  general 
prostatic  service  should  be  done.  Such  tumors  can  be  enucleated 
after  incision  of  the  mucous  membrane  with  surprising  facility. 
In  very  feeble  patients,  perineal  prostatectomy  should  alone  be 
practised  ;"in  others,  in  proportion,  cystotomy  should  be  done. 
In  conclusion,  the  author  strongly  advocates  an  earlier  resort  to 
operation,  and  says  that  it  should  not,  as  hitherto,  be  deferred 
until  the  last  stage.  The  reader  is  also  referred  to  the  following 
articles  : — 

"  La  Prostatotomie  et  la  Prostatectomie,"  by  Prof.  A.  Hcy- 
denrich.    (La  Semaine  MMicale,  No.  49,  Nov.  12th,  1890.) 

"  Prostotomy  and  Prostotectomy,  and  the  Indications  for  their 
Performance,""  by  Dr.  Ed.  Vignard  of  Paris.  (Quoted  from 
Central,  f.  Chir.,  No.  3^,1890,  in  the  Annah  of  Siinjcrij, 

Feb.  1891.)  ^      ^  .  , 

"  Lateral  Prostatectomy,"  by  Prof.  Dittel.    (Quoted  m  the 

Annals  of  Surgery, -^Qh.  1891,  from  the  Wien.  Med.  Woch, 
Nos.  18-19,  1890.) 
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Litholapaxy  in  Children.— Kt  a  meeting  of  the  Medical  Society 
of  London,  March  16, 1891,  Mr.  Edmund  Owen  reported  a  fatal 
case  of  rupture  of  a  boy's  bladder  during  the  performance  of 
litholapaxy.  The  patient  was  an  unhealthy  child  under  five  years 
of  age.  In  washing  out  the  bladder  with  a  wash  bottle  of  the 
size  used  in  adults,  a  gurgle  was  heard  and  all  resistance  to  the 
flow  through  the  evacuator  ceased.  An.  immediate  median  ab- 
dominal section  was  made,  the  rent  in  the  bladder  (one-eighth 
of  an  inch)  closed,  and  the  abdominal  wound  sutured.  A  perineal 
drain  was  also  introduced.  The  boy  died  of  collapse  in  eight 
hours. 

At  the  same  meeting  Surgeon-Major  Keegan  read  a  paper 
on  Litholapaxy  in  Children,  which  he  illustrated  by  various 
specimens  and  instruments.    The  collection  of  stones  showed 
117  specimens  out  of  125  litholapaxies  performed  in  males  under 
15  years ;  the  oldest  patient  was  14  years,  the  youngest  21 
months — average  6.38  years.    There  were  four  fatal  cases,  and 
in  each  case  there  was  organic  disease  of  the  kidneys  ;  there 
was  but  one  recurrence  in  the  series.    He  preferred  this  opera- 
tion to  the  lateral  or  median  for  two  reasons  :  (1)  The  rapidity 
of  cure,  and  (2)  the  freedom  from  the  objections  and  dangers 
inherent  in  all  surgical  operations  in  which  the  knife  was  used. 
He  did  not  advise  the  operation  in  young  males  with  large,  hard 
calculi  unless  the  operator  has  had  considerable  experience.  He 
held  that  no  surgeon  should  attempt  to  perform  litholapaxy  on 
a  child  trusting  to  one  lithotrite  and  one  evacuating  catheter, 
for  a  lithotrite  that  would  pass  easily  into  a  boy's  bladder  at  the 
beginning  of  an  operation  might  not  do  so  towards  its  termina- 
tion, when  the  urethra  had,  perchance,  become  swollen  and 
encysted.    He  said  that  four  to  five  ounces  of  water  should  be 
the  maximum  quantity  in  the  bladder  at  any  given  moment,  in- 
jections never  being  practised  while  the  patient  was  straining  ; 
that  extreme  gentleness  and  care  should  be  taken  in  practising 
all  manipulations  in  the  bladder  and  urethra,  and  that  it  should 
be  ascertained  that  not  a  grain  of  debris  was  left  behind  in  the 
bladder. 

Fort'//  successful  cases  of  Litholapaxy  in  Boys. — Surgeon- 
Major  Gimlette  reports  forty  cases  of  litholapaxy  in  boys  from 
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the  age  of  3-16  years  {Brit.  Medical  Jour.,  Dth  May,  1891). 
He  says  that  in  the  vast  majority  of  cases  the  operation  was 
followed  by  immediate  relief  without  anything  more  than  a  trifling 
rise  of  temperature.  The  boy,  if  allowed,  would  be  up  and 
playing  about  in  two  or  three  days.  In  a  few  cases  fever  ensued, 
always  intermittent,  never  high,  and  yielding  to  quinine.  He 
reports,  in  addition,  six  cases  where  Utholapaxy  was  impracticable 
owing  to  the  small  size  of  the  urethra,  sacculated  bladder,  size 
and  hardness  of  stone,  etc.    Two  of  these  cases  died. 

Surgeon-Major  Freyer,  in  a  paper  entitled  The  Present  Posi- 
tion and  Scope  of  Litholapaxy,  gives  the  following  statistics 
(^Brit.  Med.  Jour.,  May  9th,  1891).    In  1886  he  gave  the 
results  of  321  operations  for  stone  in  the  bladder,  128  Uthola- 
paxies,  and  193  lithotomies,  with  14  deaths.    He  showed  that 
the  introduction  of  the  operation  of  Utholapaxy  had  the  effect, 
in  his  practice,  of  reducing  the  mortality  from  18  to  5i  per  cent. 
Since  then  he  has  given  a  further  series  of  400  cases  of  stone, 
342  litholapaxies  with  four  deaths,  54  perineal  lithotomies  with 
one  death,  and  4  supra-pubic  operations  with  one  death,— in  all 
400  operations  with  six  deaths,  a  mortality  of  li  per  cent.  He 
attributes  this  lessened  mortality  entirely  to  the  introduction  of 
Bigelow's  operation.    Of  the  342  cases  of  litholapaxy  115  were 
in  male  children. 

In  the  same  number  of  the  British  Medical  Journal  are  two 
papers,  to  which  the  reader  is  referred,  viz.,  (1)  Beniarks 
on  Suprapubic  and  Lateral  Lithotomy  and  on  Litholapaxy,  by 
J.  A.  Cunningham,  M.D.  (2)  Observations  on  Lithotrity  with 
a  series  of  forty  consecutive  cases,  by  F.  S.  Edwards,  F.R.C.S. 

Be-implantation  of  Bone  in  Trephining.— 'T>v.  R  F.  Wen- 
exhibited  a  case  of  trephining  to  the  New  York  Academy  of 
Medicine  ^N.Y.  Med.  Jour.,  May  16th,  1891),  where  he  suc- 
cessfully replaced  three  large  bone  discs  which  had  been  removed 
in  a  case  of  depressed  fracture  received  many  years  before,  and 
which  had  produced  epilepsy.  The  case  was  operated  on  m 
1887  and  the  replaced  bones  were  still  firm  and  only  recently 
had  slight  pulsation  at  the  spot  appeared.  The  whole  surface  of 
bone  was  somewhat  sunken,  though  smooth,  no  trace  of  jommg 
being  felt.  He  mentioned  another  case  of  re-implantation  of  the 
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discs  where  they  remained  quite  solid  for  two  years  and  then 
gradually  disappeared,  absorption  having  taken  place,  and  a 
hernia  of  brain  substance  covered  by  skin  took  place.  In  neo- 
plasm this  absorption  acts  as  a  valuable  safety-valve,  and  relieves 
intracranial  pressure.  In  replacing  the  bone  removed  by  the 
trephine,  the  pieces  must  touch  the  margins  of  the  cranial  open- 
ing, and  the  Httle  pieces  filling  up  the  gaps  must  touch  one 
another. 

The  Closing  of  Trephine  Openings  by  Celluloid  Plates. — 
A  case  was  presented  to  the  Vienna  Medical  Society  by  Hinter- 
stoisser  (  Wiener  Med.  Fresse,  No.  42,  Bd.  xxxi)  showing  the 
successful  result  of  an  effort  to  close  a  trephine  opening  by  a 
celluloid  plate.  The  patient,  some  months  after  recovering  from 
a  comminuted  fracture  of  the  left  parietal  bone,  suffered  from 
giddiness,  weakness,  loss  of  power  in  the  right  side,  and  chronic 
twitchings  of  the  right  facial  region  and  the  corresponding  upper 
extremity.  Three  years  later  epilepsy  developed.  Examination 
showed  a  hypergesthetic  depressed  cicatrix  corresponding  to  the 
position  of  the  upper  portion  of  the  ascending  parietal  convolu- 
tion. There  was  also  bilateral  concentric  narrowing  of  the  field 
of  vision,  diplopia  on  looking  to  the  left,  and  sensory  and  motor 
paresis  of  the  left  side.  The  cicatrix  was  excised,  a  periosteal 
flap  raised,  the  depressed  bone  removed,  and  the  healthy  non- 
adherent dura  incised,  showing  normal  brain  cortex.  The  dura 
was  sutured  ;  on  the  fourth  day  it  was  found  united.  A  polished 
celluloid  plate  was  now  fitted  over  the  trephine  opening,  the 
periosteum  was  stitched  over  this,  and  finally  the  skin  wound 
was  sutured.  Healing  was  prompt  and  all  brain  symptoms 
ceased.  Two  other  successful  cases  were  also  reported  where 
celluloid  plates  were  used  in  a  similar  manner. — (Quoted  in 
Amer.  Jour.  Med.  Sc.,  June,  189 L.) 

Successful  Trephining  for  Traumatic  Rupture  of  the  Middle 
Meningeal  Artery. — Dr.  Rochet  (G^az.  Hebd.  de  Med.  et  de 
Chir.,  Dec.  27th,  1890)  reports  a  case  where  a  man,  aged  28, 
was  thrown  violently  on  the  ground,  striking  on  the  right  parietal 
protuberance  ;  he  was  carried  in  an  unconscious  condition  to  a 
house,  where  he  remained  twenty-four  hours,  and  was  then  re- 
moved to  hospital.    When  seen  he  was  like  a  person  in  a  deep 
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sleep,  though  when  spoken  to  he  would  open  his  eyes,  but  made 
no  response.    There  was  no  paralysis,  no  discharge  from  ears, 
or  pressure  over  the  parietal  region  ;  he  made  grimaces  ;  ecchy- 
mosis  of  both  eyelids,  of  the  zygomatic  region,  and  temporal 
fossa.    On  the  third  day  facial  paralysis  began,  with  conjugate 
deviation  of  the  eyes  ;  the  left  arm  was  completely,  and  the  left 
thigh  and  leg  partially,  paralyzed  ;  right  pupil  dilated,  and  right 
cornea  almost  insensible.   On  the  fourth  day,  when  asked  where 
he  suffered,  he  pointed  to  right  side  of  head  ;  in  the  night  he 
was  crying,  and  tried  to  rise.    He  remained  thus  for  five  days, 
and  then  surgical  interference  was  decided  upon.    A  crucial 
incision  was  made  over  the  right  fissure  of  Rolando,  and  on 
throwing  back  the  flap  a  long  line  of  fracture  was  seen  crossing 
the  parietal  bone.    A  trephine  was  applied  where  the  fracture 
crossed  the  line  of  the  Rolandic  fissure,  and  on  removing  the 
bone  there  was  a  jet  of  black  blood.    The  orifice  was  enlarged 
and  a  large  clot  found,  which  was  removed,  leaving  a  cavity  the 
size  of  an  orange  occupying  all  the  temporo-parieto-occipital 
region.    The  cavity  was  washed  with  boric  acid  solution  and 
gently  packed  with  iodoform  gauze.    No  sutures  were  taken  in 
the  scalp.    During  the  evening  the  patient  recovered  conscious- 
ness and  the  hemiplegia  was  greatly  improved.    Next  day  the 
facial  paralysis  disappeared,  and  ultimately  the  patient  entirely 
recovered.— (iV;  F.  Med.  Journal,  April  25th,  1891). 

Results  of  Arthreetomies  of  the  Knee.— Dr.  Angerer  of  Munich 
has  performed  82  arthreetomies  during  the  last  four  years  in  the 
polyclinic  and  children's  clinic  ;  63  of  these  were  children  under 
14  years  of  age.  Angerer  concludes  from  his  observation  of 
these  cases  that  there  is  little  danger  in  overlooking  foci  of  disease 
which  may  cause  subsequent  trouble.  Of  70  cases  operated  on, 
primary  union  was  obtained  in  48  ;  10  of  these  cases  were 
marked  by  a  return  of  the  disease  in  loco,  8  of  these  were  cured 
by  treatment  of  the  fistula.  The  author  prefers  arthrectomy  to 
typical  resection,  especially  in  the  synovial  form  of  tuberculosis. 
A  bony  focus  of  disease  was  found  in  52  of  the  82  arthreetomies  ; 
30  were  cases  of  synovial  tuberculosis.  In  63  arthreetomies  in 
children,  a  disease  focus  was  found  in  36.  The  author  recom- 
mends early  movements  and  massage  in  order  to  avoid  contrac- 
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tures,  and  also  advocates  early  operation. —  (Quoted  in  Annals 
of  Surgery,  vol.  xii,  p.  469.) 

Arthrectomy  of  Ankle-joint  with  temporary  removal  of 
Astragalus. — Dr.  H.  Strom  of  Norway  extirpated  the  left  ankle- 
joint  in  a  boy  aged  15,  who  was  suffering  from  tuberculosis  of 
this  joint.  He  opened  the  joint  by  means  of  Kocher's  method. 
As  he  could  not  gain  sufficient  access  to  the  tuberculous  masses 
which  he  intended  to  extirpate,  he  removed  the  astragalus,  and 
after  having  carefully  extirpated  the  tuberculous  tissue,  replaced 
it  again.  All  the  cartilaginous  surfaces  of  the  tibia,  fibula,  cal- 
caneum,  scaphoid  and  astragalus  were  removed.  The  cutaneous 
wound  was  brought  together  and  drainage-tubes  inserted.  The 
patient  was  exhibited  to  the  Christiana  Medical  Society,  Dec. 
20th,  1889,  at  which  time  he  was  practically  cured.  The  foot 
was  swollen,  but  he  could  stand  on  it  well. — (Quoted  in  Annals 
of  Surgery,  vol.  xxii,  p.  470.) 

Surgery  of  the  Liver. — Mr.  Knowsley  'Thornton,  in  a  most 
interesting  paper  on  Observations  on  Additional  Cases  illus- 
trating Hepatic  Surgery  (^Lancet,  April  4th  and  11th,  1891), 
details  notes  of  16  cases  in  which  he  has  operated.  He  expected 
to  find  gallstones  in  ten,  and  found  them  in  seven.  In  one  case, 
although  the  gallstone  was  there,  he  failed  to  find  it ;  in  another, 
the  case  proved  to  be  one  of  hydatids.  In  three  cases  which  he 
explored,  two  proved  to  be  malignant  disease,  as  he  expected, 
and  in  the  third  there  were  merely  adhesions,  the  division  of 
which  cured  the  patient.  The  diagnosis  of  gallstone  is  still  un- 
certain, and  Mr.  Thornton  advocates  more  frequent  exploration. 
The  chief  diagnostic  points  regarding  the  diagnosis  of  gallstones, 
he  says,  are  :  (1)  The  sudden  onset  of  the  pain  and  the  equally 
sudden  departure.  (2)  The  way  in  which  the  pain  travels  round 
the  body  and  through  into  the  back  at  the  angle  of  the  scapula, 
and  the  sense  of  constriction  round  the  region  of  the  diaphragm. 
(3)  The  presence  of  a  mobile  pear-shaped  tumor  in  the  situation 
of  the  gall-bladder,  or  to  one  or  other  side  of  that  situation,  which 
rises  and  falls  with  respiration,  and  varies  in  size  and  tension. 
If  the  above  symptoms  be  suddenly  complicated  with  jaundice, 
especially  if  a  swelling  previously  present  disappears,  it  is 
pretty  certain  that  the  stone  has  passed  through  the  cystic  duct 
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and  become  impacted  in  the  common  duct.    Absence  of  ascitic 
fluid  cannot  be  relied  on  as  a  difiPerential  diagnosis  between  ma- 
lignant disease  and  gallstones,  for  gallstone  may  be  present  with 
malignant  disease.    He  advocates  needling  the  stones  when 
arrested  in  the  common  duct,  and  leaving  the  fragments  to  find 
their  way  into  the  bowel.    To  obtain  success  by  this  method, 
the  stones  must  not  be  too  large  and  they  must  be  mobile.  When 
large  stones  are  impacted  in  the  common  duct,  the  duct  should 
be  opened,  the  stone  removed,  and  the  opening  sutured.  ^  In 
cases  where  the  gall-bladder  cannot  be  sutured  to  the  abdominal 
wound,  or  the  incision  in  the  common  duct  is  imperfectly  closed, 
Mr.  Thornton  has  proved  by  cases  that  if  efficient  drainage  is 
provided  the  cases  will  do  well.    In  such  conditions  he  advises, 
in  addition  to  the  drainage  tube  put  into  the  gall-bladder,  that  a 
counter  opening  be  made  above  the  pubes  and  a  glass-tube  placed 
in  the  pouch  of  Douglas. 

Rupture  of  the  aall-bladder.-Mv.  W.  A.  Lane  CLancet, 
May  16th,  1891)  relates  a  case  where  there  was  rupture  of  the 
gall-bladder  with  retention  of  a  considerable  quantity  of  bile  in 
?he  peritoneal  cavity  for  five  weeks,  in  which  operation  proved 
successful.    The  patient  was  a  boy,  aged  18  years,  who  was 
brought  to  the  hospital  in  a  moribund  condition,  with  the  history 
of  a  blow  on  the  abdomen  five  weeks  before.  The  abdomen  was 
very  distended,  and  contained  a  quantity  of  fluid.  Immediate 
laparotomy  was  performed  without  much  hope  of  success.  About 
three  gallons  of  fluid,  deeply  stained  with  bile,  were  removed. 
A  drain  was  introduced,  and  after  twenty-four  hours,  as  no  more 
fluid  escaped,  it  was  removed.    He  rapidly  improved,  but  about 
a  week  or  two  later  a  dulness  appeared  in  the  position  of  the 
liver,  which  gradually  extended  for  a  considerable  distance  into 
the  right  chest,  and  downwards  into  the  umbiUcus.  Aspiration 
removed  six  pints  of  bile,  so  an  incision  was  made  later  and  the 
finger  introduced  into  what  was  apparently  an  adherent  gall- 
bladder    A  drain  was  introduced,  which,  on  ceasing  to  evacuate 
bile,  was  removed  a  week  later.    The  boy  rapidly  got  strong, 

and  gained  flesh.  l-i. 

Mr  Lane  says  that  the  fact  that  a  considerable  quantity  ot 
bile  may  remain  free  in  the  abdominal  cavity  for  five  weeks  and 
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produce  no  symptoms  other  than  those  of  a  serous  effusion  will 
give  the  surgeon  much  more  courage  in  interfering  with  abnor- 
mal conditions  of  the  gall-bladder  and  bile  ducts,  for  previously 
this  condition  was  dreaded  from  the  fear  of  imaginary  risks  in- 
volved. According  to  Dr.  Pavy,  no  harm  results  from  the 
escape  of  even  a  considerable  quantity  of  bile  into  the  peritoneal 
cavity  in  dogs  and  rabbits. 

The  Treatment  of  Malignant  Growths  of  the  Thigh  hy  Hip- 
joint  Amputations. — In  an  editorial  in  the  University  Medical 
Magazine,  January  1891,  this  subject,  which  has  interested  sur- 
geons for  some  time  past,  is  considered.  Borck  (^Deutsch.  Med. 
Zeit.y  Nov.  24, 1890)  states  that  in  nine  cases  a  hip-joint  ampu- 
tation was  performed  for  the  relief  of  a  malignant  growth  of  the 
thigh  with  the  following  result :  One  died  as  a  result  of  the 
operation,  seven  subsequently  died  from  a  return  of  the  disease, 
and  but  one  remained  cured.    In  111  cases  collected  by  Borck 
from  medical  literature,  23  died  from  the  operation.    In  only 
36  of  the  remaining  cases  could  the  history  be  followed  ;  of 
these,  26  died  from  metastasis,  6  from  consumption  or  other 
disorder  frequently  associated  with  malignant  growths,  2  suffer 
from  tumors,  1  is  still  well  two  and  a  half  years  after  operation, 
and  1  is  well  thirteen  years  after.    Again,  Borck  states  that  as 
a  result  of  the  study  of  87  cases  of  hip-joint  amputation,  in 
which  full  histories  could  be  obtained,  there  is  not  a  single  in- 
stance of  assured  permanent  cure.    These  statistics  are  inter- 
esting in  view  of  the  advice  of  some  surgeons  that  in  all  cases 
of  sarcomatous  disease  of  the  thigh  amputation  through  the  hip- 
joint  should  be  performed.    This  procedure  does  not  prevent 
recurrence,  and  in  view  of  the  fact  that  the  operation  is  in  itself 
more  dangerous  than  a  simple  amputation  of  the  thigh,  it  would 
be  as  well  to  discountenance  a  practice  the  benefits  to  be  derived 
from  which  are  founded  on  theoretical  grounds  alone. 

I  have  at  present  a  patient  who  had  sarcoma  of  the  lower 
third^  of  the  thigh,  and  for  which  I  amputated  through  the 
junction  of  the  upper  and  middle  third  two  years  ago  ;  she  still 
remains  well  and  having  no  symptoms  of  recurrence.  It  would 
be  interesting  if  Borck  would  tabulate  statistics  of  cases  of  ma- 
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lisnant  disease  of  the  thigh  in  which  amputation  was  performed 
below  the  hip-joint. 

Extirpation  of  Sypliilitic  Stricture  of  the  Rectum.— Quenu 
has  put  on  record  {Bulletin  de  la  SocietS  de  Oldrurgie  de  Pans, 
No  3,  1891)  a  case  of  very  tight  syphiUtic  stricture  of  the 
rectum  in  a  woman  aged  36  years,  in  which,  by  the  posterior 
median  incision,  he  excised  the  lower  extremity  of  the  gut,  to- 
gether with  the  surrounding  indurated  tissues.    The  patient 
made  a  good  recovery,  and  when  last  seen  (seven  months  from 
date  of  operation)  was  quite  well  and  presented  no  signs  of 
relapse     Simple  dilatation  in  cases  of  old  syphilitic  disease  of 
the  rectum  Quenu  believes  to  be  often  ineffectual,  usually  very 
painful  in  practice,  and  not  always  free  from  risk.  Posterior 
linear  rectotomy  sometimes  gives  better  results,  but  is  merely 
a  palliative  operation,  and  is  sometimes  followed  by  long-con- 
tinued and  exhausting  suppuration.  The  disesase  when  of  long 
standing,  should  be  treated  as  a  new  growth,  and  if  the  stricture 
involve  the  lower  portion  of  the  rectum,  excision  should  be  per- 
formed by  the  perineum  ;  and  if  it  be  situated  above  this  regu)n, 
the  sacral  method  of  Kraske  should  be  employed.-(Quoted  m 
Brit  Med.  Journal  Supplement,  May  2nd,  1891.) 

Results  of  Excision  of  Chancre.-Br.  Jn^en  (Annales  des 
Maladies  des  Organes  aenito-Urinaires,  April  1891)  record 
the  results  of  the  operation  in  eighteen  cases,  and  contends  that 
his  results  are  such  as  to  lead  him  to  continue  the  plan,  in 
itself  the  operation  is  simple  enough,  and  the  wound  usuaUy 
heals  by  first  intention.    Only  on  four  occasions  in  the  eighteen 
cases  his  the  induration  returned,  and  in  no  single  ^^^^^J^ 
it  been  attended  with  ulceration.    In  two  cases  the  chancres 
reappeared.  In  a  considerable  number  of  cases  no  constitutional 
Ztoms  followed,  and  Dr.  Jullien  considers  that  when  indur. 
fon  is  quite  recent,  and  when  there  is  no  affection  of  the  g  and 
or  lymphatics,  the  operation  should  be  undertaken,  and  w^  m  a 
fair  number  of  cases  yield  a  satisfactory  result.-CQuoted 
Brit.  Med.  Jour.  Supplement,  May  2,  1891.) 

Intubation  versus  Tracheotomy. -D^.  W.  ^'"^^^^''^^'^^^ 
American  PractUioner,  March  1891)  does  not  believe  that  the 
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hope  has  been  fulfilled  that  intubation  would,  on  account  of  its 
simplicity,  take  the  place  of  the  knife  and  add  materially  to  thfe 
resources  of  the  profession.  The  operation  requires  a  degree 
of  manual  dexterity  which  the  average  physician,  with  his  few 
opportunities,  is  not  able  to  acquire.  The  objection  is  that  the 
patient  is  subjected  to  a  certain  amount  of  exhaustion  which  can 
be  ill  borne  in  one  suffering  from  diphtheria.  He  thinks  one 
cause  of  death  after  intubation  has  not  been  given  sufl5cient 
prominence — viz.,  pneumonia,  resulting  from  the  entrance  of 
liquids  at  the  air  passages.  The  great  advantage  possessed  by 
.tracheotomy  over  intubation  is  that  the  surgeon  or  nurse  can 
easily  remove  and  replace  the  tube  without  pain  or  discomfort 
to  the  patient.  He  thinks  country  practitioners  do  not  perform 
tracheotomy  early  or  often  enough  ;  it  is  an  operation  which  any 
country  practitioner  with  a  cool  head  and  some  surgical  experi- 
ence can  perform. 

Two  Gases  of  Dislocation  of  the  Ulnar  Nerve. — These  two 
cases  were  treated  at  St.  Thomas's  Hospital,  London.  The  first 
under  the  care  of  Mr.  Croft,  was  a  woman  aged  28,  and  the  acci- 
dent was  caused  by  a  fall  on  the  elbow.  There  was  pain  in  the 
inside  of  the  elbow  extending  to  the  fingers  whenever  she  flexed 
the  arm,  caused  by  the  ulnar  nerve  slipping  over  the  internal  con- 
dyle when  the  elbow  was  near  a  right  angle.  There  was  no  local 
tenderness,  loss  of  power  or  sensation,  or  wasting  of  the  muscles. 
The  nerve  was  exposed  by  a  semilunar  incision  and  the  nerve 
sheath  stitched  to  the  inner  margin  of  the  triceps  tendon,  and 
he  finally  attached  the  edge  of  the  muscle  to  the  periosteum 
covering  the  internal  condyle,  thus  embedding  the  nerve.  The 
arm  was  then  fixed  in  the  extended  position.     The  day  after 
there  was  numbness,  and,  later,  absence  of  sensation  in  the  fifth 
finger.   The  wound  healed  by  first  intention  and  sensation  gra- 
dually returned.    On  discharge  from  hospital  there  was  no  pain 
on  flexion,  and  the  function  of  the  nerve  was  completely  restored 
The  second  case  was  a  man  aged  30,  a  book-keeper,  with  much 
writing  to  do,  and  for  the  last  two  years  he  found  his  arm  getting 
weaker,  preventing  him  from  holding  a  pen  for  any  length  of 
time.    He  noticed  that  something  slipped  forwards  on  the  inner 
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side  of  the  elbow.  There  was  no  history  of  injury.  The  patient 
was  operated  on  by  Sir  Wm.  MacCormac     The  nerve  was  ex- 
posed  and  fixed  by  two  kangaroo  tendon  loops  passed  through 
the  inner  margin  of  the  triceps  tendon  and  somewhat  loosely 
round  the  nerve.    The  arm  was  extended.    There  was  no  loss 
of  sensation,  and  on  discharge  from  hospital  the  nerve  was  quite 
fixed  in  its  normal  position,  and  the  patient  could  write  fairly 
^ell— (iawcei  Hospital  Mirror,  May  9th,  1891.) 

Inguinal  Colotomy .—01  late  years  this  operation  has  almost 
superseded  that  in  the  lumbar  region,  although  lumbar  colotomy 
.  was  considered  to  be  a  most  satisfactory  and  successful  operation, 
and  the  objections  which  have  been  recently  made  to  it  are  chiefly 
theoretical.  It  cannot  be  denied,  however,  that  inguinal  colotomy 
is  a  very  simple  operation,  and  gives  good  results  ;  the  situation 
of  the  artificial  anus,  also,  is  more  convenient  than  when  in 
the  lumbar  region.    In  both  operations  the  important  point  is  to 
make  the  opening  into  the  bowel  in  such  a  way  that  faeces 
cannot  pass  beyond  to  the  rectum,  and  this  is  more  easily  done 
in  the  inguinal  operation,  because  there  the  bowel  can,  owing  to 
extent  of  meso-colon,  be  easily  drawn  out  and  fixed  m  situ.  Mr. 
F  T  Paul  {British  Medical  Journal,  July  18th,  1891)  says 
the  inguinal  operation  is  undoubtedly  easier  to  perform  than  the 
lumbar,  but  it  has  a  source  of  danger  from  which  the  other  is 
free,  and  that  is  the  danger  of  allowing  faecal  discharge  to  bathe 
a  wound  directly  communicating  with  the  peritoneal  cavity, 
hence  it  is  the  custom  to  delay  opening  the  bowel  until  adhesion 
has  taken  place  between  it  and  the  wound.    Mr.  Paul  accom- 
plishes this  by  a  new  method.    It  is  as  follows  :  The  sigmoid 
flexure  is  withdrawn  from  the  inguinal  wound,  the  bowel  divided 
in  the  middle,  and  the  distal  end  invaginated,  as  m  Senn  s  opera- 
tion, and  returned  into  the  abdominal  cavity.    Into  the  upper 
or  proximal  end  a  glass-tube,  an  inch  in  diameter,  is  tied,  its  tore 
end  being  attached  to  a  rubber  tube  to  convey  the  faecal  dis- 
charge away  from  the  wound.    This  piece  of  bowel  is  sewn  to 
the  edges  of  the  wound  by  green  catgut,  sutures  passing  through 
its  musculo-serous  coats,  and  the  rest  of  the  wound  closed  wUh 
the  same.    Thus  about  two  inches  of  bowel  projects  beyond  the 
wound,  which  is  then  dressed  with  iodoform  and  sahcylic  wool. 
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Three  cases  are  reported  in  which  this  procedure  was  success- 
fully carried  out. 

The  objection  to  this  operation  is  the  fact  that  it  is  very  diffi- 
cult, nay  often  impossible,  to  tell  which  is  the  proximal  and  which 
the  distal  end  of  the  bowel. 

Dr.  Landow  of  Gottingen  (  Qentralhlattf.  Qhir. ,  No.  30, 1891) 
describes  this  abnormal  condition  of  the  sigmoid  flexure,  and  con- 
siders that  it  would  contraindicate  the  practice  advocated  by 
Madelung  of  stitching  up  the  lower  opening  after  Complete 
division  of  the  gut,  and  allowing  the  lower  detached  end  to  fall 
into  the  pelvis.    In  two  cases  of  inguinal  colotomy  recently 
observed  in  the  Gottingen  clinic,  where  the  usual  practice  is  to 
divide  the  gut  and  to  stitch  the  two  open  ends  to  the  abdominal 
wound,  it  was  noticed  that  the  discharge  of  fseces  always  took 
place  from  the  lower  and  not  from  the  upper  opening,  although 
at  the  time  of  the  operation  the  lower  portion  of  gut  was  traced 
downwards  towards  the  bladder  and  the  upper  portion  in  the 
reverse  direction.    In  one  of  these  cases,  which  terminated 
fatally,  it  was  found  at  the  necropsy  that  the  sigmoid  flexure, 
which  was  very  long  and  freely  movable,  passed  upwards  and 
outwards  as  far  as  the  splenic  flexure,  and  then  turned  down- 
wards and  towards  the  middle  line,  reaching  the  rectum  after  a 
long  and  tortuous  course.    The  division  of  the  gut  having  been 
made  in  the  ascending  portion,  what  was  supposed  to  be  the 
distal  opening  was  that  nearest  the  caecum,  whilst  the  supposed 
upper  opening  corresponded  with  the  divided  end  of  the  elon- 
gated and  contorted  sigmoid  flexure,— (Quoted  in  Supplement 
of  British  MediealJournal,  Aug.  15th,  1891.) 

Intestinal  Anastomosis  ly  means  of  a  Vegetable  Plate.— 
Dr.  Robt.  H.  M.  Dawbarn  of  New  York  {N.  T.  Med.  Bscord 
June  27th,  1891)  announces  that  he  has  discovered  a  new  plate' 
easily  obtained  and  thoroughly  to  be  depended  upon  for  intes- 
tinal anastomosis.  It  is  made  from  the  raw  potato  He  has 
experimented  on  a  large  number  of  dogs  with  complete  success 
A  pair  of  potato  plates  can  be  made  by  his  method  in  two 
mmutes.  Ihe  material  is  always  on  hand  ;  it  has  no  tendency 
to  swell  ;  ,t  IS  rigid,  and  remains  so  longer  than  the  majority  of 
materials  advised  for  this  purpose.    For  employment  on  the 


124 


human  being  the  plates ,  should  be  about  one-third  of  an  inch 
thick,  and  should  be  cut  long  so  that  the  opening  is  twice  the 
normal  diameter  of  the  gut  to  be  operated  upon.    The  threads 
used  should  be  very  coarse,  and  the  needle,  before  passing 
'through  the  plate,  should  pierce  a  scrap  of  rubber  drainage  tube 
,ar  small  piece  of  cloth,  which  prevents  the'  knot  tied  or  end  of 
the  threads  from  pulling  through.    Instead  of  first  making  an 
incision  through  the  gut,  the  plate  should  be  inserted  into  the 
lumen  of  the  bowel  through  its  divided  end,  and  the  needles  are 
made  to  pierce  the  gut  wall  at  the  proper  positions.    When  two 
plates  are  placed  in  the  two  extremities  of  the  bowel  at  least 
two  inches  from  the  cut  end,  the  corresponding  threads  of  the 
two  plates  are  tied  together,  thus  bringing  into  apposition  the 
two  peritoneal  surfaces  covering  the  plates,  which  have  been 
prevLsly  well  scraped  with  a  knife  so  that  adhesion  may 
promptly  take  place.    When  the  threads  are  tied,  at  least  one 
line  of  sutures  should  be  run  around  the  plates,  great  care  being 
taken  not  to  pass  the  needle  into  the  lumen  of  the  bowel.  The 
author  uses  the  basting  stitch,  because  it  is  easy  to  apply.  As 
yet,  when  the  plates  are  in  apposition  there  is  no  openmg  in  the 
bowel ;  this  is  now  made,  first  by  introducing  a  strip  of  wood 
into  one  of  the  open  canals  of  the  gut,  and  into  the  other  open 
end  of  the  gut  a  knife  is  inserted  and  the  opening  in  the  apposed 
intestines  made  by  cutting  on  the  strip  of  wood  P-v-^y - 
serted.  Water  should  now  be  introduced,  and  should  run  fiee  y 
from  one  cut  end  of  the  gut  to  the  other  through  the  recent^ 
made  opening  at  the  site  of  the  apposed  potato  pla  es.  The 
Ttrip  of  wood  is  withdrawn,  the  free  ends  of  the  bowel  scraped, 
inverted  and  closed  by  a  double  line  of  running  sutures. 

Coecal  Bernia.-TU^s  rare  form  of  hernia,  when  it  occurs  s 
very  rarely  strangulated,  but  Mr.  Stephen  Paget  iLancet,  Aprd 
25^'h,  1891),  reports  three  cases  which  he  -t  with  m  thr 

months.    All  occurred  in  ^^^^^^i:/'^;^,^ 
three  cases  there  was  a  complete  hernial  sac.    iu  [. 
succeeded  in  the  two  first,  but  in  the  third  *e  bow.l  was  found 
0  be  gangrenous,  so  an  artificial  anus  was  made,  but  the  child 
fa^ed  three  months)  died  six  weeks  after  of  marasmus. 
^  Mr  Paget  draws  attention  to  two  symptoms  m  th«  form  of 
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hernia  in  children  which  are  not  seen  in  adults — viz.,  retention 
of  urine  and  acute  inflammation  of  the  skin  of  the  scrotum. 
There  was  no  communication  in  these  cases  between  the  sac  and 
the  tunica  vaginalis.  The  fold  of  peritoneum  described  by 
Treves  and  Lock  wood  (plica  vascularis),  containing  muscular 
fibres  which  passes  down  from  the  caecum  along  the  back  of  the 
sac  and  helps  to  cause  the  hernia  by  drawing  or  guiding  the 
caecum  into  the  sac  was  well  seen  in  these  cases. 

Retro-peritoneal  Heimia  {Mesenteric  Hernia  of  Cooper.) — 
This  rare  form  of  hernia  is  caused  by  the  lodgment  of  small  in- 
testine- in  the  fossa  duodeno-jejunalis.*  The  pocket  becomes 
enlarged  and  more  and  more  intestine  enters  into  it.  The  bowel 
finds  its  way  behind  the  peritoneum  in  a  complete  sac  formed  by 
the  duodeno-jejunalis  pocket.  In  one  case  Sir  Astley  Cooper 
found  the  whole  of  the  small  intestines,  with  the  exception  of  the 
duodenum,  hidden  from  view,  occupying  a  large  sac  in  the 
middle  of  the  abdomen,  and  surrounded  by  large  intestine. 

Dr.  Alfred  G..  Barrs  {Lancet.,  August  8th,  1891)  describes 
such  a  hernia  which  had  become  strangulated.  The  patient  was 
a  male,  aged  18,  in  the  Leeds  Infirmary,  suffering  from  commi- 
nuted fracture  of  the  femur,  and  was  going  on  well,  when,  ten 
days  after  admission,  he  complained  of  intense  and  continuous 
pain  in  the  epigastrium  ;  soon  the  pulse  became  shabby,  skin  cold 
and  clammy,  and  evidence  of  collapse  became  marked.  Diarrhoea 
and  vomiting  set  in  at  the  beginning  of  the  pain,  and  continued 
to  the  end  ;  he  gradually  became  worse,  and  died  that  evening. 
The  post-mortem  revealed  the  cause  of  death.  On  opening  the 
abdomen,  what  was  apparently  a  second  sac  of  peritoneum  con- 
taining all  the  small  intestines  was  come  upon.  It  was  freely 
movable.  When  opened  the  small  intestines  began  to  escape. 
The  sac  was  quite  clear  and  free  from  fat  or  blood-vessels.  The 
left  layer  of  the  mesentery  had  been  invaginated  along  the  pos- 
terior wall  of  the  abdomen  and  behind  the  superior  mesenteric 
vessels,  thus  forming  a  complete  sac  of  itself. 

ar'a^h^smidf  transverse  colon  be  thrown  upwards 

and  commn  ipmmd^^n^^^^  well  to  Iho  right,  for  thus  the  end  of  the  duodenum 

ana  commencement  ot  the  jejunum  will  bo  clearly  exposed.  When  the  fossa  ovists 
a  fold  of  serous  membrane,  devoid  of  fat  and  blood-vessels,  will  be  seen  tHa^s  from 
ho'n','Hch  V  r,?7 iT.r  I  ''^f  '•^^'^  ?^      terminal  part  sf  the  duodenumfand  S 

TI.N  •  I        m  ^^^U^^^^^^^^^  *°  ^'•'■'^'"'e  "f  'l"*-  "<"-H<.n  of  the  bowel. 
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Ohronie  Prostatis.-Dv.  Oberlaender  of  Dresden  (^Journal 
of  Cutaneous  and  Gcnito- Urinary  Diseases,  July,  1891)  says 
that  of  chronic  inflammations  of  the  prostate,  the  most  frequent 
is  the  so-called  "  old  man's  hypertrophy."    But  there  are  other 
forms  of  prostatitis  which  occur  earlier  in  life.    The  patient 
may  have  suffered  from  gonorrhoea,  but  in  about  half  the  number 
of  cases  excesses  of  various  kinds  and  masturbation  seem  to  be 
the  causes,  especially  in  association  with  a  predisposition  to 
catarrh  of  the  mucous  membranes.    The  local  trouble  caused 
by  prostatitis  may  be  slight,  consisting  in  burning  pain  on  mic- 
turition, especially  after  errors  of  diet,  occasionally  increased 
urgency  in  the  desire  to  urinate,  but  most  frequently  these 
patients  suffer  from  a  very  disagreeable  nervous  weakness  of 
sexual  power     Erections  are  diminished  and  ejaculation  is  often 
premature,  and  after  coitus  there  is  great  bodily  and  mental 
exhaustion.    Very  often  the  latter  symptoms  are  the  only  ones 
complained  of.    Should  the  prostate  be  exammed  per  anum, 
more  or  less  irregularity  and  enlargement  will  be  found^  The 
swelling  is  seldom  hard,  and  as  a  rule  only  one  lobe  is  affected. 
Here  and  there  are  separate  painful  spots,  and  the  patients  com- 
plain of  painful  pressure  in  the  rectum.    By  the  urethroscope 
decided  disease  of  the  posterior  urethra  can  always  be  made  out ; 
the  mucous  membrane  is  of  a  red  colour,  bleeds  easily,  is  soft, 
and  covered  with  granulation-like  and  papillomatous  growths. 
In  the  more  chronic  cases  the  membrane  is  smooth  and  shiny, 
and  yellowish-white  in  colour.    The  treatment  should  consist  m 
removal  to  the  seaside  or  the  mountains,  or  residence  m  a  well- 
managed  institution,  with  careful  attention  to  diet  and  regulation 
of  the  bowels.    Locally,  iodoform  suppositories  containing  three- 
quarters  of  a  grain  to  one  and  a  half  grains  each  should  be  used 
after  clearing  out  the  contents  of  the  rectum  by  means  of  an 
enema     In  some  persons  the  iodoform  may  give  rise  to  symp- 
toms of  intoxication.    In  addition  to  this,  a  one  or  two  per  cent, 
solution  of  nitrate  of  silver  should  be  applied  to  the  posterior 
ureth  a  once  or  twice  a  week.  The  introduction  of  metal  sounds 
and  Winternit^'s  psychrophore  are  also  frequently  beneficial. 
The  affrction  is  very  liable  to  relapse.  When  it  follows  gonorrhoea 
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it  is  most  easily  cured.  The  worst  cases  are  those  in  persons 
predisposed  to  mucous  catarrh. 

Dr.  E.  L.  Keyes,  in  a  paper  entitled  Some  Practical  Sug- 
gestions for  Deep  Urethral  Medication  in  the  Treatment  of 
Posterior  Urethral  Catarrh  (N.  Y.  Med.  Record,  July  2,  '91), 
says  gleet  is  not  a  disease  ;  it  is  really  an  insignificant  matter, 
and  must  be  classed  with  the  little  miseries  of  life,  like  shirt- 
buttons,  corns,  a  mother-in-law,  a  wrinkled  stocking,  or  a  cross 
in  hopeless  love.    He  meets  with  many  cases  that  have  already 
been  cut  anteriorly  with  very  little  or  no  result.    The  fact  of 
the  existence  of  a  posterior  urethritis  has  not  been  recognized. 
Where  there  is  a  posterior  urethritis,  the  quantity  of  pus  lying 
in  the  urethra  behind  the  bulbo-membranous  junction  is  dispro- 
portionately great  when  compared  with  the  amount  of  gleet  dis- 
charge that  appears  at  the  meatus.    When  pus  fortns  in  front 
of  the  triangular  ligament  it  readily  and  promptly  reaches  the 
meatus,  but  when  it  forms  behind  the  bulbo-membranous  junction 
it  more  readily  takes  the  opposite  courses,  flowing  backward 
into  the  prostatic  sinus  and  the  bladder.    When,  therefore,  a 
case  of  gleet  is  examined,  if  the  urethra  be  milked  by  firm 
pressure  with  the  finger  from  the  perineum  forward  until  all  the 
pus  is  squeezed  out,  and  then  the  patient  be  instructed  to  urinate 
in  two  glasses,  that  passed  into  the  first  glass  will  be  found  to 
contain  a  quantity  of  pus  disproportionately  great  when  compared 
with  what  has  flowed  out  or  been  milked  out  of  the  urethra  before 
micturition. 

Dr.  Keyes  admits  that  these  cases  of  posterior  urethritis  may 
get  well  without  local  treatment,  by  balsams,  alkalis,  iron,  change 
of  air,  etc.,  but  he  claims  that  most  cases  are  suitable  for  local 
treatment,  and  get  well  rapidly  under  its  use.  Some  cases, 
however,  local  treatment  does  not  agree  with,  cases  which  are 
tubercular,  and  even  some  simple  inflammatory  cases.  In  the 
local  treatment  he  uses  a  syringe  founded  on  Ulzman's  model, 
with  only  one  minute  opening  at  its  tip.  The  tip  need  be  in- 
serted just  within  the  hole  in  the  triangular  ligament  immediately 
beyond  the  bulbo-membranous  junction  ;  twenty  minims  or  more 
may  be  gently  thrown  in,  and  the  entire  injection  will  flow  back- 
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ward  along  the  membranous  urethra,  through  the  prostate  into 
the  bladder.  Dr.  Keyes  now  uses  milder  injections  and  in  larger 
quantities-    He  has  used  many  substances  as  injections,  but 
he  has  now  come  to  rely  on  four  substances,  viz.,  sulphate 
of  thallin,  sulphate  of  copper,  nitrate  of  silver,  and  glycerole  of 
tannin.    The  sulphate  of  thallin  is  used  with  water  in  the 
strength  of  three  per  cent.,  rising  gradually  to  six,  nine  and 
twelve  per  cent. ;  it  is  very  bland  and  produces  no  discomfort. 
Sulphate  of  copper  is  used  in  a  ten  per  cent,  solution  with  gly^ 
cerine  ;  this  is  diluted  with  water  for  use,  commencing  with  one 
grain  to  the  ounce,  and  increasing  rapidly  if  the  effect  is  good 
to  forty-eight  grains  to  the  ounce.    Nitrate  silver  is  employed 
as  a  ten  per  cent,  solution,  but  he  rarely  uses  it  except  in  cases 
of  acute  gonorrhoeal  cystitis,  when  copper  and  tannin  fail ;  in 
ordinary  cases  he  commences  with  the  strength  of  one  grain  to 
the  ounce,  and  very  seldom  goes  beyond  ten.    This  is  the 
harshest  of  all  applications,  and  causes  most  pain.  QlyceroU 
of  tannin  is  used  by  adding  water  seventy-five,  fifty  or  twenty- 
five  per  cent.,  and  it  is  employed  where  a  more  astringent  in- 
fluence is  aimed  at  than  that  produced  by  the  copper  solution. 

Nerve  Suture.— D'iUqX  {Wiener  klin.  Woch.,  Jahr.  IV.,  No. 
18)  reports  a  successful  case  of  plastic  operation  upon  the  ulnar 
nerve,  although  there  was  a  considerable  loss  of  its  continuity. 
The  patient  received  a  severe  wound  of  the  arm,  which,  together 
with  extensive  injury  to  the  skin  and  muscles,  destroyed  about 
two  and  a  half  inches  of  the  ulnar  nerve.    The  peripheral  end 
of  the  nerve  could  not  be  found.    The  wound  was  closed  with 
antiseptic  precautions.    Next  day  it  was  found  that  sensibility 
of  parts  supplied  by  the  ulnar  nerve  was  unimpaired,  and  that 
there  was  but  slight  loss  of  muscular  power.    Contraction  could 
be  induced,  however,  by  no  form  of  current  four  weeks  after,  so 
operation  was  at  once  undertaken.    By  careful  dissection  the 
proximal  and  peripheral  ends  of  the  nerves  were  exposed.  About 
three  inches  from  the  extremity  of  the  peripheral  nerve  end  a 
thin-bladed  scalpel  was  thrust  directly  through  the  nerve  trunk, 
and  the  nerve  trunk  was  thus  split  into  two  equal  halves,  the 
incision  being  stopped  short  before  reaching  the  extremity  of  the 
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nerve.  The  proximal  end  was  split  in  a  similar  manner.  By 
transverse  cuts  the  nerve  was  freed  and  carried  upwards  from 
the  distal  end  and  downwards  from  the  proximal  end,  until  the 
extremities  of  the  split  ends  were  brought  in  contact.  Sutures 
were  then  applied.  To  cover  the  defect  of  the  soft  parts  made 
by  the  original  injury,  a  flap  of  skin  was  transplanted  from  the 
upper  arm.  The  wound  suppurated.  Ten  weeks  after  the 
operation  the  muscles  reacted  to  electricity,  and  at  the  time  of 
the  report  contractions  could  be  excited,  not  only  by  the  appli- 
cation of  the  current  to  the  muscles,  but  also  by  excitation  of 
the  nerve  trunk. 

In  the  same  journal,  Brennor  reports  a  successful  case  of 
nerve  suture  ten  years  after  injury  of  the  nerve.  The  patient 
had  received  a  stab-wound  ten  years  before,  on  the  flexor  surface 
of  the  wrist-joint.  The  scar  lay  directly  over  the  course  of  the 
median  nerve,  and  beneath  it  was  a  knot  the  size  of  a  cherry, 
which  often  caused  great  pain.  There  was  flexion  of  the  index 
and  middle  surfaces,  and  their  palmar  surfaces  with  the  ulnar 
surface  of  the  thumb  were  completely  anaesthetic.  Operation 
was  decided  upon.  The  tumour  was  dissected  out,  and  it  Vias 
found  attached  to  the  extremity  of  the  proximal  portion  of  the 
median  nerve.  It  was  divided  from  its  connection  and  the  nerve 
found  to  be  healthy  ;  the  distal  end  was  then  looked  for  and 
found,  and  the  nerves  were  brought  together  in  the  same  way 
as  that  described  in  Dittel's  case.  The  wound  was  closed  and 
healed  by  primary  union.  Two  weeks  after  operation  there  was 
return  of  sensibility ;  a  year  later  sensibility  was  completely 
normal,  and  there  was  no  more  contraction  of  the  fingers.  The 
trophic  disturbance,  as  manifested  by  the  deformed  and  thick- 
ened nails,  however,  did  not  disappear.— (Quoted,  in  American 
Journal  Med.  Sciences,  Sept.  1891.)   ,    ^  :  ■•  , 

This  method  of  replacing  lost  nerve  tissue  is  very  ingenious, 
and  seems  to  act  remarkably  well  where  the  amount  of  nerve 
destroyed  is  great.  In  the  lesser  cases,  by  dissecting  the  nerve 
ends  freely  from  the  tissue  in  which  they  are  imbedded,  and 
flexing  the  arm,  a  considerable  space  may  be  made  up.  The 
writer  has  recently  sutured  the  musculo-spinal  in  one  ca^e 
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divided  seven  months  before  by  a  pistol  ball ;  and  in  another 
case,  all  the  nerves  of  the  brachial  plexus  in  a  boy,  divided 
some  six  months  before  in  the  axilla.  The  accident  was  caused 
by  falling  on  glass.  The  results  in  these  cases  will  in  due  time 
be  reported. 

Treatment  of  Surgical  Tuberculosis.— kt  the  recent  meeting 
of  the  British  Medical  Association,  held  in  Bournemouth,  July 
1891,  much  attention  was  directed  to  the  treatment  of  surgical 
tuberculosis.    Dr.  Ward  Cousins,  in  the  address  before  the  sec- 
tion of  surgery,  indicated  some  of  the  improvements  which  have 
taken  place  in  the  treatment  of  tuberculous  joints  during  the 
past  few  years,  and  traced  this  progress  to  the  influence  of  recent 
advances  in  pathology.    He  pointed  out  that  in  the  early  stages 
of  artfcular  disease  the  diagnosis  may  be  open  to  question,  and 
threatening  symptoms  may  be  traced  to  traumatic  causes.  He 
is  an  advocate  of  early  operative  interference  in  cases  of  articu- 
lar tuberculosis.    Dr.  Ward  Cousins  referred  to  recorded  in- 
stances of  partial  arthrectemy  near  the  neck  of  the  femur  and 
the  upper  extremity  of  the  tibia,  in  which  carious  cavities  had 
been  exposed  and  small  sequestra  successfully  removed.  Com- 
plete arthrectomy  he  was  not  much  in  favor  of,  the  results  of 
inquiries  showing  that  in  most  cases  the  operation  had  resulted 
m  either  firm  ankylosis  or  in  weak  limbs  and  joints,  with  ten- 
tendency  to  serious  flexion  and  displacement. 

Mr.  Watson  Cheyne  read  a  paper  on  Tuberculin  in  Relation 
to  Surgical  Tuberculous  Diseases  ;  it  is  the  report  of  a  careful 
and  prolonged  investigation.  He  first  deals  with  the  beneficial 
effects  and  hurtful  action  of  tubercuUn.  He  says  we  have  in 
this  fluid  a  substance  which,  though  it  professes  some  remedial 
properties,  exposes  the  patient  to  risks- of  grave  importance. 
Its  hurtful  action  "  in  many  cases  outweighs  its  good  effects  to 
8«ch  an  extent  as  to  lead  to  its  abandonment  or  preclude  its  _ 
employment "  The  constitutional  reactions  caused  by  the  early 
iniections  are  sometimes  so  severe  as  to  leave  the  patient  in  a 
worse  condition  than  before  ;  the  local  reactions  often  lead  to 
serious  inflammatory  complications,  and  in  a  tuberculous  lung 
may  set  up  pneumonia,  which  is  not  only  dangerous  in  itself,  but 
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may  also  aid  in  the  spread  of  the  original  disease.  Again,  when 
sepsis  is  present,  tuberculin  seems  to  favor  the  spread  of  this 
morbid  condition  and  to  excite  grave  septic  troubles.  Another 
objection  advanced  by  Mr.  Cheyne  is  that  the  fluid  not  only  fails 
to  produce  immunity,  but  actually,  in  many  cases,  apparently 
predisposes  the  body  to  the  tuberculous  infection.  Notwith- 
standing all  these  objections,  Mr.  Cheyne  does  not  despair  of 
the  future  of  tuberculin.  He  hoped  that  some  method  would  be 
found  for  isolating  the  remedial  element  of  the  fluid  and  of 
eliminating  such  elements  as  are  hurtful.  Dr.  William  Hunter 
has  been  engaged  in  this  work,  and  some  results  have  been 
obtained.  Dr.  Hunter  considers  tuberculin  to  consist  of  three 
substances  of  the  nature  of  albuminoses,  alkaloidal  substances, 
and  extractives.  With  the  first  of  these  the  remedial  and  in- 
flammatory actions  of  the  fluid  are  connected,  whilst  the  fever- 
producing  properties  are  chiefly  associated  with  the  substances 
of  a  non-albuminous  nature.  These  investigations  are  not  yet 
completed,  but  Dr.  Hunter  has  succeeded  in  eliminating  the 
fever-producing  substance,  and  has  obtained  a  modification 
"  capable  of  inducing  very  distinct  local  improvement  unattended 
by  fever  and  still  more  markedly  accompanied  by  scarcely  any 
noticeable  inflammatory  reaction."  The  prospect  of  this  treat- 
ment by  modified  lymph,  Mr.  Cheyne  thinks,  will  always,  in 
surgical  cases,  take  a  secondary  place  to  the  more  rapid  and 
thorough  operative  measure,  but  he  holds  the  outlook  as  to  results 
will  be  more  hopeful  in  medicine. — (^Brit.  Med.  Jour.,  Aug.  8.) 

Therapeutics  of  Erysipelas. — The  antiseptic  treatment  of 
erysipelas  has  of  late  years  been  a  favourite  method  with  the 
Germans.  Gottstein  holds  that  although  antiseptics  dissolved  in 
fat  lose  their  activity,  yet  corrosive  sublimate  in  combination 
with  lanolin  preserves  its  disinfecting  properties.  He  relates  a 
case  of  erysipelas  treated  with  sublimated  lanolin.  The  patient, 
a  woman  aged  56,  had  high  fever  and  severe  general  symptoms, 
such  as  delirium.  The  next  day  there  was  erysipelas  of  the 
right  side  of  the  face  and  a  temperature  of  103*.  The  subli- 
mated lanolin  was  energetically  applied,  and  the  next  day  the 
temperature  was  100.5°  and  the  erysipelas  subsiding.    On  the 
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third  day  the  temperature  rose  again  to  102.3°,  owing  to  in- 
volvement of  the  scalp.  On  the  fourth  day  the  temperature 
fell  to  97.4*,  and  convalescence  began.  Patient  was  out  of  bed 
in  eight  days  from  beginning  of  attack.  —  (Therapeutische 
Monatsch.,  April  1891.) 

Wiring  of  the  Vertebrae  as  a  means  of  Immobilization  in 
Potts'  Disease. — Dr.  B.  E.  Hadra,  of  Galveston,  Texas,  has 
reported  (Times  and  Register,  May  1891)  a  case  of  fracture  of 
the  vertebrae  treated  by  wiring  the  spinous  processes  together, 
and  he  suggests  this  procedure  as  a  means  of  immobilization  for 
the  treatment  of  tubercular  spondylitis.     Operation. — A  long 
skin  incision,  the  centre  of  which  should  be  over  the  seat  of  frac- 
ture, is  made  ;  next,  the  muscles  on  either  side  of  the  spinous 
processes  are  lifted  up  and  drawn  aside  with  blunt  instruments, 
but  not  more  than  to  allow  one  to  feel  the  contours  of  the  bones. 
Then  a  stout  curved  needle,  armed  with  wire,  is  carried  through 
the  interspace  between  the  spinous  processes  of  the  vertebrae, 
brought  out  and  entered  at  the  space  next  below,  and  brought 
out  on  the  other  side  ;  re-entered  in  the  space  below,  carried 
round  the  spinous  processes  of  the  vertebrae,  and  again  carried 
through  the  middle  interspace,  meeting  the  wire  where  it  entered. 
The  ends  sire  now  twisted  into  a  knot.    In  fact,  it  is  really  a 
figure-of-8  around  the  spaces  of  the  vertebrae.    He  would  employ 
this  method  in  spondylitis  for  these  reasons  :  the  disease  is  almost 
invariably  located  in  the  vertebral  bodies,  and  usually  on  or  near 
their  anterior  surfaces ;  the  processes,  laminae,  arches  and  articu- 
lar facets  are  invariably  healthy  ;  nearly  all  the  mechanical 
means  employed  to  immobilize  the  spine  aim  by  indirect  lever- 
age to  transfer  the  superimposed  weight  from  the  vertebral 
bodies  to  the  articular  facets  where  it  is  well  borne.    In  Dr. 
Hadra's  procedure  the  weight  is  transferred  to  the  same  articu- 
lar facets,  but  the  leverage  is  direct,  and  the  immobilization  ought 
therefore  to  be  more  perfect.    It  is  questionable,  notwithstand- 
ing its  theoretical  advantages,  if  this  method  will  ever  become 
popular  with  parents  whilst  non-operative  procedures  are  so  suc- 
cessful.—(Quoted  in  JSr.  Y.  Medical  Record,  Aug.  8,  '91.) 

Surgery  of  the  Cauda  Equina.— Dv.  Leopold  Laquer  {Neu- 
rologisches  Cenfralblaff)  do-cribf^s  n  r^-o  r>f  cA-ni-rp-i-n  nf  tl.c 
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Cauda  equina  that  came  under  his  notice  in  September  1888. 
The  patient  complained  of  much  pain  in  the  sacrum,  and  was 
unable  either  to  sit  or  to  lie  down  with  any  comfort.  In  Decem- 
ber 1889  there  was  an  exaggeration  of  the  previous  symptoms, 
with  marked  alteration  in  motion  and  sensation,  as  well  as  some 
atrophy  of  the  lower  extremities.  The  electrical  reactions  of 
both  muscles  and  nerves  were  normal,  and  the  reflexes  were 
normal.  Despite  all  treatment  the  symptoms  increased,  and  in 
September  1890  the  patient  could  hardly  move  about  and  held 
his  back  in  an  attitude  of  extreme  kyphosis.  On  the  right  side 
the  patellar  reflex  was  abolished,  and  the  left  side  was  weak. 
There  was  no  sensation  in  scrotum,  perineum  or  lower  extremi- 
ties, There  was  some  atrophy  of  the  quadriceps,  but  no  ataxia 
or  trophic  changes.  The  diagnosis  was  compression  of  the 
Cauda  equina,  with  degenerative  neuritis.  Dr.  Louis  Rehen 
cut  down  on  the  sacrum,  and  laying  open  the  whole  canal  dis- 
closed a  small  extra-dural  tumor  in  the  middle  of  its  lumen.  On 
examination  this  tumour  proved  to  be  a  lymphangeioma  caver 
nosum.  Recovery  was  prompt ;  by  the  end  of  the  second  week 
after  operation  the  patient  was  free  from  pain  and  sleep  was 
natural.  Four  months  after  the  patient  was  able  to  go  about, 
holding  his  body  in  the  natural  position,  with  functions  nearly 
restored.— (Quoted  in  N.  Y.  Med.  Jour  ,  July  1891.) 

Sennas  Method  of  Emfloying  Decalcified  Bone-filling.— A.i 
the  meeting  of  the  Ontario  Medical  Association,  held  last  June, 
Dr.  Senn  thus  describes  his  method  of  bone-filling  : 

"  In  operating  in  any  case  of  necrosis  or  bone  inflammation  the 
operation  must  be  very  thorough.  We  must  expose  the  cavity, 
and  use  a  chisel — a  trephine  is  uselsess,  and  may  be  looked  upon 
as  obsolete  in  bone  surgery.  When  the  whole  cavity  is  exposed, 
sequestra  are  removed  and  the  inner  lining  of  the  cavity  scraped 
away  with  a  sharp  spoon  or  round  chisel  until  all  affected  tissue 
is  removed.  Now  prepare  the  cavity  for  packing  by  chemically 
disinfecting  it  with  chloride  of  zinc  solution  or,  better,  peroxide 
of  hydrogen  ;  the  latter  permeates  more  deeply.  Then  irrigate 
with  perchloride  of  mercury  ;  dust  with  iodoform,  and  now  pack 
in  the  chips.  (These  chips  are  kept  stored  in  ethereal  solution 
of  iodoform,  five  per  cent.,  ready  for  use.)    After  packing,  the 
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periosteum  is  stitched  over  it,  because  we  must  see  that  the 
chips  are  surrounded  on  all  sides  with  healthy  living  tissue.  In 
cases  in  which  we  obtain  an  antiseptic  condition  of  the  parts, 
we  find  that  granulation  tissue  is  soon  substituted  for  the  chips. 
Many  erroneously  believe  that  the  chips  are  used  for  the  per- 
manent replacement  of  the  lost  bone,  but  this  is  not  so  ;  the 
bone  is  replaced  by  granulation  tissue  first  of  all,  an  early 
definitive  healing  takes  place,  and  eventually  regeneration  of 
the  entire  bone. — (Canadian  Practitioner,  June  16,  1891.) 

The  Curative  Effects  of  Operations  per  se.— Dr.  J.  W.  White 
of  Philadelphia,  in  a  paper  on  the  above  subject  {Annals  of  Sur- 
gery, August  and  September  1891),  comes  to  the  following  con- 
clusions : — 

(1)  There  are  large  numbers  of  cases  of  different  grades  of 
severity  and  varying  character  which  seem  to  be  benefited  by 
operation  alone,  some  of  them  by  almost  any  operation. 

(2)  These  cases  include  chiefly  epilepsy,  certain  abdominal 
tumours  and  peritoneal  effusions,  and  tubercle,  though  the  im- 
provement in  the  latter  is  to  be  explained  on  general  principle. 

(3)  Of  the  possible  factors  which,  by  reason  of  their  constancy, 
must  be  considered,  anaesthesia  seems  most  likely  to  have  been 
effective.  The  other  three— viz.,  psychical  influence,  relief  of 
tension,  reflex  action— may  enter  in  varying  degrees  into  the 
therapeutics  of  these  cases,  and,  taken  together,  serve  to  render 
the  occurrence  of  occasional  cures  less  mysterious. 

(4)  The  theory  of  accident  or  coincidence  scarcely  explains 
the  facts  satisfactorily. 

The  Correction  of  Angular  Deformities  of  the  Nose  ly  a 
Subcutaneous  Operation  — Br.  JohnO.  Roe,  of  Rochester,  N.Y., 
has  an  interesting  paper  on  the  above  subject  with  excellent  illus- 
trations. (N.  Y.  Med.  Record,  July  18,  1891.)  His  method 
is  as  follows  :  After  anaesthetizing  the  part  with  cocaine,  both  by 
applying  it  to  the  interior  of  the  nostril  and  by  injecting  some 
under  the  skin  with  a  hypodermic  syringe,  a  lineal  incision  is 
made  completely  through  the  upper  wall  of  the  left  nostril,  just 
in  front  of  the  nasal  bone,  between  it  and  the  upper  lateral  car- 
tilage of  the  nostril,  to  the  under  side  of  the  skin.    This  incision 
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should  be  widened  laterally  frOm  the  insertion  of  the  upper 
border  of  the  triangular  cartilage,  half  way  down  the  side  of  the 
nose,  until  a  sufficiently  large  opening  is  made  to  permit  free 
introduction  of  instruments.  The  skin  is  then  raised  from  the 
bridge  of  the  nose  over  the  region  where  the  operation  is  to  be 
performed.  Now  a  pair  of  angular  bone  forceps  is  introduced 
from  below,  and  the  projecting  piece  of  bone  cut  off  in  such  a 
way  as  to  make  the  top  of  the  nose  perfectly  straight  and  smooth. 
The  operation  should  be  done  with  the  strictest  antiseptic  pre- 
cautions. After  completion  of  the  operation,  iodoform  is  blown 
through  the  opening  over  every  portion  of  wounded  surface. 
The  skin  is  then  allowed  to  drop  back  upon  the  bridge  of  the 
nose,  and  by  strapping  it  down  with  gentle  pressure  the  wound 
should  heal  without  the  slightest  formation  of  pus  and  very  little 
soreness. 

There  is  no  reason  now  why  everyone  should  not  have  beauti- 
ful noses.  The  crooked  ones  are  straightened  and  Roman  beaks 
made  into  delicate  Grecians.  Certainly,  according  to  the  pub- 
lished photo  engravings  of  before  and  after  operation,  the  results 
in  Dr.  Roe's  cases  are  simply  perfect. 

Surgery  of  the  Stornach. — Dr.  Torras  has  made  a  study  of 
the  statistics  of  resection  of  the  pylorus  during  the  years  between 
1880  and  1890.  (Revista  de  Medicina  ef  Cirurgia  Practicas, 
No.  350,  1891.)  From  this  it  appears  that  in  1880  there  was 
one  extirpation,  followed  by  death.  In  1881,  out  of  20  in  whom 
resection  was  performed  there  were  15  deaths  and  5  recoveries ; 
in  1882,  16  cases  with  13  deaths 

1883,  13    "      "     7  " 

1884,  8  "  "5  " 

1885,  5  "  "3  " 

1886,  3  "  1  " 

1887,  2  "  "0  " 

1888,  1  "  "     0  " 

1889,  1  0  " 

1890,  2  "  "0  " 

In  all,  51  cases  with  29  deaths — a  very  good  showing  consider- 
ing the  great  severity  and  danger  of  the  operation.    The  statin- 


136 


tics  ahow  that  the  operation  is  performed  so  frequently  now  as 
when  first  introduced,  and  when  performed  the  cases  are  better 
selected,  and  hence  more  favourable  results.  Dr.  Torras  says 
though  most  of  those  stated  to  be  cured  by  the  operation  have 
survived  above  five  years,  yet  they  cannot  yet  be  regarded  as 
quite  out  of  danger.  Dr.  Torras  would  confine  the  operation 
to  cases  of  simple  stenosis  of  the  pylorus,  contraction  of  the  orifice 
from  cicatrices  or  fibrous  tumours,  or  for  the  extraction  of  foreign 
bodies  from  the  stomach. —(Medical  Recorder,  March  1891.) 

Gastrostomy  for  Impassable  Stricture  of  the  Cardiac  End 
of  the  (Esophagus;  Recovery  and  subsequent  dilatation  of  the 
Stricture.— J)v.  Weir  of  New  York  reports  the  above  case. 

Y.  Med.  Record,  July  25th,  1891.)    The  patient  was  59 
years  of  age,  and  had  been  in  fairly  good  health  until  the  be- 
ginning of  1890,  when  in  one  day  he  had  two  hemorrhages, 
vomited  by  the  mouth.   Nothing  was  passed  per  rectum.  After 
this  his  gastric  and  intestinal  functions  were  rather  irregular. 
In  June  1890  he  had  another  severe  hemorrhage,  and  in  August 
the  first  symptoms  of  difficulty  of  deglutition  presented  them- 
selves, and  soon  well  marked  evidences  of  stricture  appeared 
near  the  stomach  end  of  the  gullet.    The  stricture  gradually 
grew  worse  until  bougies  could  no  longer  be  passed.  He  declmed 
operation  at  first,  but  finally  consented.    The  operation  was  per- 
formed on  Dec.  16th,  1890.    An  incision  (Hacker's)  3^  mches 
long,  beginning  one  inch  below  the  ensiform  cartilage  and  the 
same  distance  to  the  left  of  the  median  line.    As  soon  as  the 
rectus  muscle  was  exposed  its  fibres  were  separated  by  a  director 
and  held  aside,  the  fascia  and  peritoneum  divided  nearly  the 
whole  length  of  the  wound,  and  a  small  fold  of  the  stomach 
drawn  out  through  the  wound  and  transfixed  with  a  headless 
gold  pin  ;  the  ends  of  the  pin  rested  across  the  wound  in  the 
skin  and  the  pin  pierced  the  whole  thickness  of  the  stomach. 
The  parietal  peritoneum  was  sutured  to  the  edges  of  the  wound 
and  the  opening  of  the  stomach  deferred  until  adhesions  should 
take  place.  Antiseptic  dressings  were  applied,  the  line  of  sutures 
beincr  covered  with  iodoform  collodion.    Owing  to  the  patient 
having  become  much  weaker  the  stomach  was  opened  on  the 
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third  day  by  cutting  down  on  the  pin  with  a  tenotome  ;  two 
small  vessels  spurted,  requiring  clamping.  The  mucous  mem- 
brane was  seized  and  pulled  out,  and  fastened  by  silk  sutures  to 
the  skin.  A  No.  1 6  elastic  catheter  just  fitted  the  opening  when 
completed.  He  was  now  fed  through  the  catheter,  and  the  feed- 
ing repeated  every  six  hours.  The  tube  was  kept  in  continuously 
and  gave  rise  after  ten  days  to  considerable  irritation.  Scheim- 
pflug's  balloon  catheters  were  used,  but  found  not  durable  enough, 
so  rubber  tubing  was  substituted  and  changed  every  ten  days 
to  two  weeks,  the  muscular  action  of  the  rectus  abdominis  being 
found  amply  sufficient  to  preserve  control  of  the  stomach  con- 
tents. Four  weeks  after  operation,  the  patient  being  in  good 
condition,  the  stricture  was  treated.  On  the  first  trial  a  fine 
whalebone  bougie  was  passed  into  the  stomach,  larger  ones  were 
passed  later,  and  soon  the  largest  size  fine  conical  bougies  were 
easily  passed.  The  patient  soon  fed  by  the  mouth,  and  the  tube 
was  removed  from  the  stomach  ;  and  when  the  last  report  was 
received,  June.  15th,  1891,  the  fistula  had  nearly  closed  and 
patient's  condition  was  steadily  improving. 

Resection  of  the  Stomach  for  Ulceration. — Dr.  Mayde  pre- 
sented before  the  Royal  Medical  Society  of  Vienna  in  April  last 
a  patient  on  whom  he  had  excised  the  stomach  for  a  tumour 
which  was  diagnosed  as  carcinoma,  but  on  examination  proved 
to  be  due  to  a  cicatrix  following  ulceration.  There  were  the 
scars  of  three  large  ulcers,  and  there  was  an  invagination  of  the 
pyloric  end  of  the  stomach  into  the  duodenum.  The  reader  of 
the  paper  stated  that  up  to  that  time  there  had  been  120  resec- 
tions of  the  stomach,  with  63  per  cent,  of  deaths.  Twenty-four 
operations  had  been  performed  for  ulcer,  with  the  result  of  over 
42  per  cent,  of  deaths. — {La  Semaine  MSdicale,  Avril  22,  '91.) 

New  Method  of  Establishing  a  Grastrio  Fistula  iu  Gastros- 
tomy.—Dr.  Oscar  Witzel  of  Bonn  describes  a  new  method  for 
forming  agastric  Muh  (Centralblatt  fur  (7/iiV.,  Aug.  8,  1891) 
which  will  prevent  the  escape  of  gastric  juiee,  which  in  many 
instances  causes  so  much  trouble  after  this  operation.  The  object 
of  this  procedure  is  to  establish  a  canal  formed  by  stitching  to- 
gether the  free  borders  of  two  parallel  folds  of  the  exposed  wall 
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of  the  stomach.    This  canal  extends  obliquely  from  the  right 
downwards  to  the  left,  where  it  communicates  with  a  small  open- 
\n«  made  into  the  interior  of  the  stomach,  and  an  arrangement 
is'thus  established  which  resembles  the  lower  extremity  of  the 
ureter  as  it  passes  into  the  bladder.    It  is  necessary  to  .draw  a 
large  extent  of  the  anterior  wall  of  the  stomach  through  the 
external  wound.    (This  is  easily  done  by  prolonged  traction  when 
the  stomach  is  empty.    Two  parallel  folds,  as  mentioned  above, 
are  then  taken  up,  the  free  margins  of  which  are  brought  to- 
gether by  three  or  four  Lembert's  sutures  and  by  numerous 
ordinary  sutures  over  a  flexible  tube  the  thickness  of  a  lead 
pencil  '  The  lower  end  of  this  tube  is  inserted  into  the  stomach 
by  a  small  opening,  whilst  the  upper  projects  from  the  external 
wound     The  canal  thus  formed  is  left  exposed  at  the  bottom  of 
the  wound,  when  the  stomach  is  fixed  by  sutures  to  the  margm 
of  the  external  incision.    This  modification  does  not  change  any 
in  the  steps  of  the  operation.    In  exposing  the  stomach  Witzel 
exposes  the  sheath  of  the  rectus  by  an  incision  made  parallel  to, 
and  at  a  distance  of  a  finger's-breadth  from,  the  margm  of  the 
ribs,  then  he  separates  the  fibres  of  the  muscle  m  a  vertical 
direction,  and  incises  the  transversalis  obliquely  from  above 
downwards  and  from  right  to  left.    The  division  of  the  rectus 
thus  crosses  the  wounds  made  through  the  skin  and  transversalis 
iQUScle    Witzel  has  operated  in  the  manner  above  described  on 
two  patients,  and  is  well  satisfied  with  the  resul^.  The  valvular 
action  was  excellent.-  (Supplement  to  British  Medual  Journal, 
Sept  5th,  1891. 
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At  the  recent  meeting  of  the  Congress  of  American  Physicians 
and  Surgeons  one  of  the  most  interesting  and  instructive  dis- 
cussions was  that  on  the  Conditions  Underlying  the  Infection  of 
Wounds.    Prof.  Welch  of  Baltimore  (^Amer.  Jour  of  the  Med^ 
Sci.,  Nov.  1891),  in  his  address  (which  is  too  valuable  to  quote 
in  abstract  and  too  long  to  reproduce),  considered  the  subject 
under  the  following  heads  :  (1)  What  are  the  micro  organisms 
concerned  in  the  infection  of  wounds,  and  how  do  they  act  ? 
(2)  How  are  we  to  explain  the  great  differences  in  the  effects 
produced  by  pyogenic  micrococci — their  apparent  harmlessness 
under  some  conditions  and  their  fatal  influences  under  others. 
(8)  What  are  the  ways  by  which  bacteria  gain  access  to  the 
wound  ?    (4)  How  often  are  bacteria  to  be  found  in  wounds 
treated  antiseptically  or  aseptically  ?    What  are  the  characters 
of  these  bacteria  and  where  do  they  come  from  ?    (5)  What  are 
the  best  means  of  surgical  disinfection  ?    Dr.  Welch's  observa- 
tions on  the  colon  bacilli  are  most  interesting.    He  says  they  are 
most  frequent  invaders  in  intestinal  disease,  and  their  chief  in- 
terest lies  in  the  fact  that  they  furnish  an  illustration  of  the 
possible  predisposition  to  infection  afforded  by  intestinal  lesions 
and  explain  the  much  disputed  point  of  auto-infection.  The 
danger  of  infection  of  wounds  comes  chiefly  through  the  instru- 
ments used,  the  hands  of  the  operator  and  his  assistants,  and  the 
skin  of  field  of  operation.    Instiuments  should  be  sterilized  by 
heat  and  hands  and  skin  are  advised  to  be  treated  in  the  follow- 
ing manner  : — 

(1)  Nails  to  be  kept  short  and  clean. 

(2)  Hands  should  be  washed  thoroughly  with  soap  and  hot 
water  for  several  minutes,  and  a  brush  used  which  has  been 
sterilized  by  steam.  The  excess  of  soap  should  be  washed  off 
with  fresh  water. 
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(3)  The  hands  should  be  immersed  from  one  to  two  minutes 
in  a  warm  saturated  solution  of  permanganate  of  potash  and 
rubbed  over  thoroughly  with  a  sterilized  swab. 

(4)  They  should  then  be  placed  in  a  warm  saturated  solution 
of  oxalic  acid,  where  they  should  remain  until  complete  dccolour- 
ization  of  the  permanganate  occurs. 

(5)  They  should  then  be  washed  off  with  sterilized  salt  solu- 
tion or  water. 

(6)  And,  finally,  they  should  be  immersed  for  two  minutes 
in  a  sublimate  solution,  1-500- 

Dr.  Roswell  Park  and  others  also  gave  addresses,  for  an 
account  of  which  the  reader  is  referred  to  the  proceedings  of  the 
Congress  in  the  various  journals  published  towards  the  end  of 
September,  1891.— (See  JV.  Y.  Medical  Journal,  Sept.  26th  ; 
Phila.  Med.  News,  Sept.  26th.) 

Infection  through  Drainage  Tabe.—Dvs.  Robb  and  Ghriskey 
(Johns  Hopkins  Hospital  Bulletin,  July  1891)  came  to  the 
followinc.  conclusions  :  (1)  That  dressing  a  wound  should  be 
avoided°except  when  absolutely  necessary.    (2)  That  without 
strict  asepsis  the  drainage  tube  may  be  a  source  of  great  danger 
(3  )  That  the  disrepute  into  which  the  drainage  tube  has  of 
late  fallen  is  due  to  want  of  proper  care  in  carrying  out  the 
technique  for  the  maintenance  of  an  aseptic  state  of  the  wound. 
In  this  connection  I  might  quote  a  conclusion  from  the  paper  of 
Dr  Roswell  Park  read  at  the  recent  Washington  meetmg.  It 
is  this-  "  When  this  work  is  strictly  aseptically  performed,  the 
use  of  drains  or  further  employment  of  antiseptics  is  either  an 
expression  of  mental  uncertainty  or  of  fear.    It  may  be  in  the 
interest  of  humanity-undoubtedly  it  often  is-but  it  is  not 
obtaining  the  ideal  scientific  work." 

Mr.  Lawson  Tait,  in  a  clinical  lecture  on  The  Details  Neces- 
sary in  the  Performance  of  Abdominal  Section  {Lancet,  h^^t 
12th,  1891)  says,  regarding  antiseptic  methods  :  "  A  good  deal 
has  leen  written  the  last  ten  years  upon  so-called  antiseptic 
methods  of  performing  operations  and  antiseptic  precautions  to 
be  taken  during  the  performance  of  the  operation  and  after  it 
I  do  not  propose  to  take  up  further  time  in  discussing  a  matter 
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which  clearlj  has  come  to  its  end,  save  to  note  that  the  last 
assertion  of  those  who  advocate  these  antiseptic  precautions  is 
that  antisepsis  really  means  absolute  cleanliness.  But  this  is 
not  the  case.  It  is  mere  perversion  to  say  anything  of  the  kind. 
....  We  who  are  opposed  to  the  antiseptic  doctrines  and  anti- 
septic practice  argued  that  the  germs  were  harmless  if  dead  and 
dying  material  upon  which  they  might  feed  were  removed  from 

the  wound  I  venture  to  predict  that  four  or  five  years 

hence  the  use  of  the  term  '  antiseptics'  will  be  dropped,  and  we 
shall  hear  no  more  of  this  strange  phase  of  surgical  eccentricity." 
This  dictum  of  Mr.  Tait's  seems  to  me  most  unscientific  and 
illogical,  even  when  applied  to  abdominal  surgery  only.  His 
teaching  seems  to  be  doubly  absurd  and  even  dangerous  when 
perused  in  connection  with  the  masterly,  logical  and  most  scien- 
tific address  of  Dr.  Welch,  who  leaves  nothing  to  blind  conjec- 
ture, but  works  out  every  point  in  the  most  painstaking  and 
scientific  manner,  every  stage  of  the  process  being  verified  by 
experiment  on  man  and  the  lower  animals.  It  is  the  difference 
between  the  inductive  philosophy  of  Bacon  and  the  empiricism 
of  Paracelsus.  Time  will  show  where  the  truth  lies,  but  anti- 
septic and  aseptic  surgery  will  live  and  be  adhered  to  long  after 
Mr.  Tait  has  been  gathered  to  his  fathers. 

Laminectomy  for  Spinal  Compression. — At  a  meeting  of  the 
Clinical  Society  of  London,  held  Oct.  23rd,  1891,  Mr.  Abuthnot 
Lane  read  brief  notes  of  eleven  cases  of  laminectomy  performed 
for  compression  paraplegia  resulting  from  spinal  caries.  He 
pointed  out  (1)  that  in  every  case,  with  ona  exception,  where 
the  granulation  material  had  not  yet  broken  down,  the  cord  was 
compressed  by  an  abscess  ;  (2/ that  in  none  of  these  cases  was 
there  observed  any  such  fibrous  neoplasm  involving  the  posterior 
surface  of  the  dura  mater  as  was  described  by  that  distinguished 
pioneer  of  spinal  surgery,  Dr,  Macewen,  showing  that  that  con- 
dition must  be  of  infrequent  occurrence  ;  (3)  that  the  conditions 
found  at  the  operation  appeared  in  every  case  to  preclude  the 
possibility  of  recovery  of  the  spinal  column  and  cord  without 
surgical  interference  ;  (4)  that  several  of  these  cases  would 
have  of  a  certainty  died  from  chest  or  bladder  complications  from 
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which  they  were  suffering,  and  which  only  disappeared  when  they 
recovered  power  over  their  intercostal  and  abdominal  muscles  ; 
(5)  that  though  several  of  the  patients  were  dangerously  ill 
they  bore  the  operation  well ;  (6)  that  in  the  only  case  in  which 
death  was  consequent  upon  the  operation,  the  child  was  extremely 
feeble  •  (7)  that  in  only  one  case  was  the  subsequent  formation 
of  tube'rculous  matter  so  rapid  as  to  obliterate  very  quickly  the 
benefit  derived  from  two  operations  ;  (8)  that  apart  from  the 
presence  of  the  symptoms  resulting  from  pressure  on  the  cord, 
the  very  large  amount  of  disease  present  in  every  case  bu  one 
and  the  size  and  extent  of  the  abscess  cavities  rendered- it  im- 
possible for  the  bodies  to  ankylose  and  the  Bp-a  column  to 
become  useful  without  operative  interference  ;  (9)  that  in  mos 
of  these  cases  the  cord  was  compressed  about  the  level  of  the 
3rd  or  6th  dorsal  vprtebra.  In  the  face  of  these  facts  he  thought 
he  was  quite  justified  in  urging  that  every  case  of  paraplegia 
due  to  spinal  caries  should  be  operated  on  with  as  htt le  delay  as 
possible     He  considered  that  the  treatment  by  prolonged  re- 
rumbency  was  bad  both  in  principle  or  practice.  Operative 
nt"  firence  involved  very  shght  risk.    It  was  followed  by  very 
Me     It  reUeved  the  patient  of  the  compression  symptoms, 
aid  lasUy,  but  not  of  least  importance,  it  enabled  the  surgeon 
0  t  at   he  diseased  vertebrae  directly  not  only  by  spoonmg 
rrilatL  and  the  thorough  removal  of  all  canous  material  and 
Z!Z\one,  but  also  by  the  repeated  local  application  of  lodo 
?  m  rom  which  he  believed  he  had  received  the  g-tes  benefi. 
The  operation  of  laminectomy  was  recently  performed  at  the 
Montreal  General  Hospital  by  Dr.  James  Bell  on  a  young  child 
"gic  from  spinal  caries.  No  pus  was  found,  only  an  excess 
of  granulation  tissue.  . 

In  a  paper  read  before  the  American  Surgical  AssocmUon  on 
the  p'S  Status  of  Brain  S.rgery,3'- ^-  Hajes  Agnew 
Tu^" Medical  Ma,.  Oct.  1891)  comes  to  the  followmg  con- 

"'"m  ThTt  all  fractures  of  the  skull  attended  with  depression 
however  slight  and  entirely  irrespective  of  symptoms  should,  ,n 
V  ew  of  the  late  after  effects,  be  subjected  to  the  treph.ne. 
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(2)  That  trephining  for  traumatic  epilepsy  promises  only 
palliation  at  best. 

(3)  That  trephining  for  abscess,  in  view  of  the  fact  that  all 
such  cases  left  alone  almost  invariably  terminate  fatally,  is 
entirely  proper,  and  that  the  earlier  such  operation  is  done  the 
better. 

(4)  That  trephining  for  intra-cranial  traumatic  hemorrhage 
is  both  an  imperative  and  highly  promising  operation. 

(5)  That  trephining  for  cephalalgia  or  traumatic  headache, 
medical  measures  having  failed,  should  be  undertaken  with  everv 
prospect  of  success. 

(6)  That  trephining  for  hydrocephalus  is  a  useless  operation. 

(7)  That  trephining  for  microcephalus,  independent  of  athe- 
tosis, confers  no  credit  on  surgery. 

(8)  That  it  is  more  than  probable  that  as  our  observations 
multiply  the  sphere  of  ?lie  trephine,  as  a  preliminary  for  the 
removal  of  brain  tumours,  will  be  lessened  rather  than  amplified. 

Leonte  and  Bardesco  of  Bucharest  {Rev.  de  Chir.,  Oct.  1891) 
state  that  since  1886  they  have  trephined  twenty-two  times  on 
twenty  patients  for  injury  and  disease,  with  the  result  of  13.50 
per  cent,  of  fatal  cases.  They  come  to  the  following  conclusions  : 

(1)  Trephining,  when  performed  in  accordance  with  the  rules 
of  modern  antiseptic  surgery,  is  not  a  dangerous  operation  ;  the 
indications  for  the  operation  and  the  frequency  of  its  performance 
are  increased  by  the  doctrine  of  cerebral  localization. 

(2)  Intervention  is  justifiable  in  cases  of  paralyses  or  convul- 
sions when  these  conditions  are  due  to  direct  irritation  or  to 
functional  destruction  of  the  brain  centres. 

(3)  In  considering  the  propriety  of  operative  interference  the 
surgeon  should  take  into  account  not  only  disturbances  of  mo- 
bility, but  also  subjective  sensorial  troubles,  as  the  occurrence 
of  such  signs  might  indicate  the  place  where  he  ought  to  trephine, 
whilst  trephining  is  expressly  indicated  in  the  presence  of  symp- 
tomatic paralyses  and  convulsions  ;  in  cases  of  genuine  epilepsy, 
on  the  other  hand,  the  operation  is  empirical  and  its  results 
difficult  to  appreciate. 

(4)  The  earlier  the  date  of  operation  and  the  shorter  the  in- 
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terval  between  the  first  appearance  of  the  nervous  symptoms 
and  its  performance  the  more  assured  are  the  prospects  of  success. 

(5)  The  coexistence  of  monoplegias  with  convulsions  decidedly 
indicates  trephining. 

They  conclude  by  stating  that  the  results  of  treatment  are 
suflficiently  good  to  encourage  surgeons  to  continue  this  line  of 
practice.— (Quoted  in  Sup-  of  Brit.  Med.  Jour.,  Nov.  4, 1891). 

In  a  paper  on  Craniectomy  for  Microcephaly  by  Victor  Hors- 
ley  (^Brit.  Medical  Journal,  Sept.  12,  1891),  he  concludes  as 
follows  :  "  The  personal  experience  of  but  two  cases  will  not 
justify  any  dogmatic  statements  on  this  operative  treatment  of 
microcephaly  and  premature  synostosis  ;  but  from  collection  of 
published  instances,  I  am  convinced  that  it  should  be  carried  out 
in  all  cases,  inasmuch  as  "the  condition  is  otherwise  absolutely 
without  hope,  and  interference  has  evidently  secured  notable 
improvement  in  some  cases.    Obviously  there  are  special  risks 
to  be  guarded  against,  but  these  can  be  readily  avoided  by  limi- 
tations of  the  extent  of  the  operation  undertaken  at  the  time." 

Laparotomy  for  Intestinal  Perforation  in  Typhoid  Fever.— 
According  to  R.  H.  Fitz  of  Boston  (Proceedings  of  Association 
of  American  Physicians,  1891),  intestinal  perforation  is  found  in 
about  one  per  cent,  of  all  cases  of  typhoid  fever,  and  is  the 
cause  of  death  in  six  per  cent,  of  fatal  cases.    It  rarely  occurs 
in  children,  and  is  twice  as  common  in  men  as  in  women.  In 
the  treatment  of  this  affection,  early  laparotomy  was  reported  to 
have  been  tried  in  two  cases,  but  with  only  one  successful  result ; 
while  of  twenty-seven  patients  with  circumscribed  peritonitis  m 
typhoid,  largely  attributed  to  intestinal  perforation,  three  recov- 
ered after  incision,  seventeen  after  resolution,  and  nine  after  a 
spontaneous'  discharge  of  pus.    He  recommends  that  immediate 
laparotomy  be  employed  for  the  relief  of  suspected  intestinal 
perforation  in  typhoid  fever  only  in  the  milder  cases  of  this 
disease.    In  all  others,  evidence  of  a  circumscribed  peritonitis 
should  be  awaited,  and  might  be  expected  in  the  course  of  a  few 
days.    Surgical  relief  of  this  condition  should  then  be  urged  as 
soon  as  the  patient's  strength  would  warrant  it. 

Dr.  Weller  van  Hook,  in  a  paper  on  the  same  subject  (^Med. 
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Neivs,  Nov.  21st,  1891),  reports  three  cases  of  laparotomy  for 
perforation  with  one  recovery — a  female,  aged  31.  He  states 
that  so  far  the  operation  has  been  performed  nineteen  times  with 
four  recoveries,  though  two  of  them  were  doubtful  cases  of 
typhoid  fever.  The  author  concludes  his  paper  by  stating  that 
there  is  no  rational  treatment  for  perforation  in  the  course  of 
typhoid  fever  but  laparotomy,  and  early  laparotomy  offers  the 
most  hope.  He  also  states  (though  why  I  cannot  say)  that  the 
published  statistics  of  laparotomy  for  this  condition  are  strongly 
in  favour  of  operation,  for  he  also  states  in  the  preceding  page 
that  "  if  we  include  only  closely  diagnosticated  cases,  it  (his 
case)  is  the  twelfth  and  the  first  recovery."  The  statistics  of 
Dr.  Fitz  would  encourage  us  to  leave  these  cases  to  nature  and 
not  trust  to  a  laparotomy,  the  result'of  which,  even  in  the  most 
carefully  performed  operations,  are  anything  but  encouraging. 

Removal  of  the  Vermiform  Appendix  in  a  Child  Twenty-two 
Months  Old. — Dr.  J.  E.  Summers  reports  this  operation,  which 
was  successfully  performed  for  suppurative  appendicitis.  Fenger 
reports  a  fatal  case  of  appendicitis  in  an  infant  aged  seven  weeks. 
Matterstock  reports  a  case  at  seven  months,  and  Fitz  and  Mat- 
terstock  each  report  a  case  at  twenty  months.  Fitz  found,  out 
of  247  cases  of  this  disease  in  children,  80  per  cent,  occurred 
in  males.  Dr.  Summers'  case  rapidly  recovered  after  the  re- 
moval of  the  gangrenous  appendix. 

Surgical  Treatment  of  Pyloric  /Stenosis. — Dr.  Nicholas  Senn 
read  a  paper  on  the  above  subject  before  the  recent  meeting  of 
the  New  York  State  Medical  Society  (K  Y.  Medical  Record, 
Nov.  7th  and  14th,  1891).  He  divided  his  subject  into  (1)  the 
operative  treatment  of  cicatricial  stenosis  of  the  pylorus,  and  (2) 
the  operative  treatment  of  carcinoma  of  the  pylorus.  Dr.  Senn 
stated  that  cicatricial  stenosis  of  the  pylorus  frequently  followed 
ulceration  or  traumatism  in  this  situation.  The  usual  results 
followed  —first,  obstruction  to  outflow  of  food,  and,  later,  com- 
pensatory hypertrophy  and  dilatation  of  the  walls  of  the  stomach. 
The  operative  treatment  of  a  cicatricial  stricture  at  the  pyloric 
end  consisted  in  pylorectomy,  digital  divulsion  after  Loreta's 
method,  by  the  formation  of  a  new  pylorus,  by  the  pyloro-plastic 
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operation  of  Heineke-Mickulicz,  or  the  operation  of  gastro-enter 
ostomy.     The  operation  of  pyloro-plasty  was  the  safest  and 
functionally  the  most  efficient  for  cicatricial  stenosis  of  the 
pylorus ;  it  not  only  removes  the  mechanical  obstruction,  but  at 
the  same  time  creates  a  new  pylorus.    The  operation  .8  per- 
formed by  cutting  the  anterior  wall  of  the  strictured  pylorus 
and  extending  the  incision  about  an  inch  towards  the  stomach 
and  the  same  distance  in  the  direction  of  the  duodenum.  The 
straight  incision  in  the  long  axis  of  the  pylorus  divides  the  stric- 
ture and  the  contracted  pylorus  becomes  the  posterior  wall  of 
the  new  pylorus  by  retracting  the  margins  of  the  wound  on  each 
side  at  the  centre  with  tenacula  and  suturing  m  an  opposite 
direction  to  the  incision-that  is,  transversely  to  the  long  axis 
of  the  stomach.    The  new  pylorus  is  made  up  of  tissue  taken 
partly  from  the  anterior  wall  of  the  stomach  and  partly  from  the 
duodenum,  the  posterior  wall  being  composed  of  the  narrow, 
contracted  pylorus.    In  suturing  the  wound,  it  is  advisable  to 
tie  the  sutures  from  each  angle  of  the  wound,  tying  the  central 
sutures  last.    Ten  rows  of  sutures,  deep  and  superficial  are 
employed,  the  same  as  in  closing  a  wound  of  the  stomach  or 
intestines.    Dr.  Senn  says  recurrence  of  the  stricture  is  a  phy- 
sical impossibility,  as  the  new  pylorus  is  composed  o  healthy 
tissue,  and  the  danger  of  the  operation  is  not  greater  than  tha 
^hich  accompanies  an  ordinary  intestinal  wound  of  stomach  or 
intestines.    Two  cases  are  reported  in  the  paper,  both  success- 
ful and  six  others  have  been  done  with  gratifying  results.^  lie 
also  reports  thirteen  cases  of  gastro-enterostomy  for  carcinoma 
of  the  pylorus,  of  which  five  died  from  the  immediate  eflFects  of 
the  operation.    He  concludes  by  stating  that  pylorectomy  m  the 
treatment  of  carcinoma  is  a  justifiable  procedure  when  the  diseas 
is  limited  to  the  organ  primarily  affected  and  the  patient  s  general 
condition  furnishes  no  contra-indication.   ^^-f/^^^.f  ^.^ '/^ 
the  aid  of  large,  moist,  perforated  plates  of  decalcified  bone 
hould  be  resold  to  in  the  treatment  af  malignant  s  enosis  of 
h  pylorus  as  soon  as  a  positive  diagnosis  can  be  made  and  a 
radical  operation  is  contra-indicated  by  the  local  or  general  con- 
dition  of  the  patient. 
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Case  of  Combined  Pylorectomy  and  Grastro-Enierostomy  for 
Carcinoma  of  the  Pylorus. — Mr.  F.  B.  Jessett  reports  a  case 
of  this  kind  with  a  most  successful  result.  {Lancet,  Oct.  24th, 
1891.)  Dr.  Bull  of  New  York  (as  was  mentioned  in  this 
Retrospect  at  the  time)  had  a  successful  case  of  the  same  kind 
in  the  spring  of  1890.  The  operation  as  performed  by  Mr. 
Jessett  took  only  one  hour  and  forty  minutes.  After  cutting 
through  the  stomach  he  immediately  sutured  it  by  an  internal 
continuous  and  an  external  interrupted  suture,  and  then  divided 
the  duodenum  and  treated  it  in  the  same  way.  The  omentum 
he  ligatured  off  as  he  would  an  ovarian  pedicle.  Then  a  portion 
of  the  upper  end  of  the  jejunum  was  inserted  to  the  stomach 
parallel  to  and  about  an  inch  from  the  great  curvature  by  means 
of  Senn's  decalcified  bone  plates. 

Radical  Cure  of  Hernia. — Dr.  Gustav  Kolischer  says  (^Cen- 
tral, f.  Chir.,  No.  45,  1890)  that  the  well  attested  fact  at  the 
present  day  of  comparatively  frequent  occurrence  of  relapse  fol- 
lowing radical  operation  for  the  cure  of  hernia  is  to  be  accounted 
for  not  only  by  peculiar  predisposition  which  results  from  the  sper- 
matic cord  passing  through  the  inguinal  canal,  but  by  the  giving 
away  of  the  cicatricial  tissue  to  the  intra-abdominal  pressure,  and 
the  author  proposes  to  overcome  the  latter  by  the  following  pro- 
cedure :  After  the  performance  of  the  radical  operation  in  the 
usual  manner,  without  suturing  the  pillars,  he  makes  an  arch- 
shaped  incision  along  the  lower  edge  of  the  symphysis  pubis, 
which  incision  passes  through  the  periosteum  and  is  prolonged 
to  the  insertion  of  the  adductors.  The  pyramidalis  muscle  is 
dissected  from  the  symphysis  together  with  the  periosteum,  and 
is  thus  loosened,  with  its  sheath,  from  the  rectus  muscle.  A  flap 
of  muscle  is  thus  obtained  which  is  turned  up  over  the  external 
ring  and  fixed  by  sutures.  The  author  has  so  far  only  operated 
on  the  cadaver.— (Quoted  in  Annals  of  Surgery,  March  1891.) 

Flap- splitting  Operation  for  the  Radical  Cure  of  Inguinal 
Hernia.— Br.  B.  E.  Hadra,  of  Galveston,  Texas,  in  an  article 
on  the  above  subject  (N.Y.  Medical  Record,  ^i^fov.  21st,  1891), 
says  the  operation  is  performed  in  the  following  stages :  

(1)  Skin  incision  extending  from  the  outer  ring  parallel  to 
Poupart's  ligament  as  far  as  necessary,  say  4  to  6  inches. 
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(2)  Exposing  the  external  ring  and  abdominal  fascia  over  the 
canal,  or  freeing  them  with  blunt  instruments  and  finger. 

(3)  Detaching  the  contents  of  the  canal  from  its  anterior  wall. 

(4)  Slitting  the  abdominal  wall  with  knife  or  scissors  or  finger 
in  the  axis  of  the  canal  for  three  inches,  curving  the  incision 
somewhat  inwards  at  its  upper  third. 

(5)  Attending  to  sac  and  testicle:  either  simply  returning 
contents  of  former  into  abdominal  cavity  or  ligating  sac  above 
the  level  of  the  internal  aperture.  Should  the  testicle  be  diseased 
or  undeveloped,  remove  it. 

(6)  Carrying  a.  fine  long-bladed  knife  flatly  around  the  lips 
of  the  wound  so  as  to  split  the  adjoining  abdominal  wall  into  two 
layers  for  the  distance  of  a  half  to  one  inch. 

(7)  Carrying  a  continuous  suture  through  both  raw  surfaces 
in  as  many  longitudinal  rows  as  may  be  necessary  to  bring  the 
surfaces  well  into  contact. 

(8)  The  tendinous  pillars  below  and  to  the  sides  of  the  exter- 
nal ring  may  now  also  be  split  and  sewn  together  in  the  same 
manner  as  the  canal. 

(9)  Finally,  the  wound  is  closed  in  the  usual  way  with  or 
without  drainage,  and  dressed  with  cotton  wool  fixed  in  place 
with  iodoform-coUodion. 

Dr.  Hadra  says  the  operation  is  much  simpler  than  it  appears 
from  this  description.  He  cites  one  case  only  in  which  the 
operation  was  performed. 

Treatment  of  Sernia  by  Median  Abdominal  Section.— At  the 
British  Medical  Association  held  at  Bournemouth  in  July,  1891, 
Mr  Lawson  Tait  read  a  paper  advocating  the  reduction  and 
radical  cure  of  all  hernif«  by  abdominal  section.  CBrit.  Med 
Jour.,  Sept.  26th,  1891.)  He  considered  the  replacement  of 
protruded  viscera  by  traction  from  within  much  safer  than  by 
pressure  from  without  Ordinary  adhesions,  he  stated,  are  very 
easily  undone  by  traction.  The  pieces  of  omentum  that  have 
been  removed  by  traction  from  their  sites  of  adhesion  bleed,  but 
the  sites  themselves  do  not  bleed.  It  will  only  be  necessary  to 
examine  the  ends  of  the  piece  of  omentum  to  be  sure  that  every- 
thing 13  satisfactorily  accomplished.    In  some  cases,  of  course, 
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the  sac  will  have  to  be  opened  to  nnrlo  adhesions,  but  as  ex- 
perience grows  this  procedure  will  necessarily  be  rarer  and  rarer, 
and  when  the  second  incision  is  made  the  replacement  of  the 
gut  can  take  place  without  enlarging  the  hernial  aperture  and 
the  removal  of  the  hernial  sac  will  not  be  necessary.  In  cases 
of  incarcerated  hernia,  any  objectionable  contents  of  the  sac 
may  be  readily  cleared  out  and  the  condition  of  the  gut  accu- 
rately.ascertained  ;  and  if  it  is  necessary  to  make  an  artificial 
anus,  the  proper  place  will  be  the  central  incision  and  not  the 
unyielding  ring  in  the  groin.  Again,  incomplete  operations  will 
never  occur,  arid  no  internal  strangulation  can  remain  after 
operation.  This  is  also  the  best  method  for  the  purpose  of  per- 
forming the  radical  cure.  Two  common  Glover's  needles,  armed 
with  one  piece  of  salmon  silkworm  gut,  are  fastened  in  some  con- 
venient needle-holder  at  a  very  slight  angle  to  one  another,  so 
that  their'  points  completely  coincide,  and  can  be  made  to  enter 
through  one  hole  in  the  skin.  The  left  forefinger  covers  or 
occupies  the  inner  aperture  of  the  sac.  The  needles  are  made 
to  enter  from  without,  and  are  then  separated  ;  the  outer  needle 
is  made  to  dip  deeply  into  the  outer  pillar  of  the  ring,  and  the 
inner  needle  similarly  into  the  inner  pillar.  The  needles  are 
then  pulled  out  through  the  central  incision,  and  as  many  sutures 
as  are  thought  desirable  are  inserted  in  this  way.  When  the 
insertion  of  stitches  is  completed,  they  can  be  tied  from  within 
and  cut  short.  The  abdominal  wound  is  then  closed  and  the 
operation  is  over.  Mr.  Tait  says  he  has  permanently  cured 
many  inguinal  and  crural  hernise  in  this  manner. 

The  majority  of  speakers  who  discussed  the  paper  seemed  to 
think  that  the  abdominal  method  was  only  suited  to  special  cases, 
and  many  of  them  narrated  cases  where  the  bowel  could  not  be 
reduced  by  traction  from  within. 

Dr.  Maunsell  of  Dunedin,  N.Z.,  stated  that  he  had  performed 
this  operation  for  some  years  with  the  most  satisfactory  results, 
and  that  when  any  difficulty  occurred  in  the  reduction  of  the 
bowel  he  used  an  instrument  like  a  button  hook,  which  stretched 
the  constricting  structures  from  within.  His  paper,  which  is 
illustrated,  is  published  in  the  same  number  of  the  Brit.  Medical 
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Journal  (Sept.  26th,  1891),  and  is  well  worth  reading.  See 

also  papers —  .  ,  r 

(1)  On  the  Radical  Cure  of  Hernia,  with  especial  reference 
to  certain  methods  of  operating,  by  W.  H.  Bennett,  F.R.C.S. 
(Xance«,  Sept.  12th,  19th,  1891.) 

(2)  A  Series  of  Hernia  Cases,  by  Herbert  Allingham,F.R.O.b. 
(Lancet,  Oct  17th,  1891.) 

(3)  Statistics  of  Eighty-five  Operations  for  ^t^angylated 
Hernia  in  Hospital  Practice,  by  F.  A.  Southam,  M.B.,F.RC.b. 
(ianeei,  Nov.  28th,  1891.)  „  „  ^ 

Prolavse  of  the  Eectum.-J)u  Verneuil  {Bull,  et  Mem.  de 
la  Soc.  de  Chirurg.  de  Paris,  T.  xv,  p.  151),  after  the  reposi- 
tion of  the  prolapsed  bowel,  with  the  patient  in  the  lithotomy 
position,  makes  two  incisions  4-5  cm.  in  length  at  right  angles 
to  the  long  axis  of  the  anus  in  an  outward  direction.    From  the 
point  where  these  incisions  end  two  other  incisions  are  made  so 
as  to  meet  each  other  at  the  coccyx,  thus  making  a  triangular 
flap  with  its  base  forwards.    This  triangular  flap  is  loosened 
from  behind  forward  and  left  temporarily  attached  to  the  tissues 
urrounding  the  anus  ;  this  flap  is  strongly  retracted  with  bknt 
retractors  ^nd  the  posterior  wall  of  the  rectum  loosened  as  high 
Un  as  the  point  of  the  coccyx.    Four  threads  are  now  passed 
ZZtsJy  through  the  posterior  rectal  wall  parallel  with  one 
another  and  not  including  the  rectal  mucous  -^-^rane.  The 
upper  one  of  these  sutures  is  placed  at  a  point  m  close  relation 
wi  h  the  tip  of  the  coccyx,  while  the  lower  one  is  some  15  mm^ 
ILtant  from  the  anus.    These  threads  are  now  passed  through 
Z  skin,  the  upper  one  as  high  up  as  the  sacrococcygeal  jo  n 
and  the  lower  one  on  a  level  with  the  tip- o  the  co-y-    f - 
on  each  side  of  the  median  line  the  first        second  thre  ds  a  e 
tied  together  over  rolls  of  iodoform  gauze,  and  then  the  thud  and 
fourth  t  ed  in  a  similar  way.    The  rectum  is  thus  dragged  up 
Ind  fixed  in  a  new  position  higher  up.    The  triangular  flap  is 
r,ow  removed  and  the  wound  closed  with  sutures. 

A  New  View  of  the  Pathology  of  Fissured  Anus  and  the 
ntlZ  Based  Thereon.-^..^  is  the  title  of  a  paper  re^ 
by  Mr  Cha8.  B.  Ball  at  the  last  meeting  of  the  British  Medical 
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Association  (British  Medical  Journal,  Sept.  12,  1891),  The 
author  believes  that  what  happens  is  this  :  During  the  passage 
of  a  motion  one  of  the  so-called  valves  of  the  rectal  follicles  or 
sinuses  is  caught  by  some  projection  in  the  fgecal  mass  and  its 
lateral  attachments  are  torn.  At  each  subsequent  motion  the 
sore  thus  made  is  reopened  and  possibly  extended,  and  this  re- 
peated interference  with  the  process  of  healing  ends  in  the  pro- 
duction of  an  ulcer,  the  torn  valve  becomes  swollen  and  oedema- 
tous,  constituting  the  so-called  pile.  Mr.  Ball  goes  on  to  say 
that  the  only  thing  necessary  to  cure  this  painful  condition  of 
affairs  is  to  excise  the  tag  of  torn-down  valve.  If  this  be  done 
the  case  will  get  rapidly  well  without  either  dilatation  or  incision 
of  the  sphincter.  He  instances  cases  in  which  this  treatment 
was  perfectly  successful. 

Statistics  of  Operations  for  Cancer  of  the  Mectum.  (Deutsch. 
Zeit.f.  Chir.,  xxii,  1891.) — These  statistics  are  published  by 
Dr.  Arndt,  and  consist  of  cases  operated  on  by  Prof.  Kocher  of 
Berne.  The  cases  are  35  in  number,  with  10  deaths  (28.35  p.c). 
Five  of  the  deaths  were  due  to  causes  in  no  way  connected  with 
the  operation  ;  deducting  these  the  mortality  would  only  be  14.29 
per  cent.  He  has  collected  230  cases  from  all  sources  with  28 
deaths  (12.17  p.c).  This  small  degree  of  mortality  is  most 
encouraging.  The  most  frequent  cause  of  death  is  suppurative 
peritonitis  from  wounding  of  the  peritoneum,  though  wounding 
of  the  peritoneum  is  not  necessarily  a  fatal  procedure,  as  in  69 
cases  of  wound  of  that  structure  collected  by  the  author  only  9 
died.  Immediate  suture  or  tamponading  with  iodoform  gauze 
will  usually  render  the  accident  of  wounding  the  peritoneum 
harmless.  Another  source  of  trouble  in  the  operation  is  the  con- 
tamination of  the  field  of  operation  by  the  fieces,  and  to  avoid 
this  some  surgeons  first  perform  a  preliminary  colotomy,  with 
in  reality  but  little  benefit.  Hemorrhage  is  another  danger,  but 
this  is  easily  controlled  when  the  bowel  is  exposed  from  behind, 
as  in  the  operation  performed  by  Prof.  Kocher.  In  36  per  cent, 
of  the  cases  reported  the  cure  was  permanent,  for  9  out  of  25 
cases  remained  free  from  return  of  the  cancer  after  four  years. 
—(Quoted  in  La  Semaine  MMcale,  No.  51,  1891.) 
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There  is  an  interesting  article  by  Dr.  Chas.  B.  Kelsey  in  the 
K  Y.  Med.  Reomd,  Sept.  12, 1891,  which  is  too  long  to  quote. 
It'is  entitled  An  Analym  oflbO  Cases  of  Rectal  Disease  zn 
Private  Practice,  and  is  well  worth  perusal. 

Surgery  of  the  Lung.-^v.  Tuffierhas  published  an  interest- 
in:,  clinical  lecture  on  Resection  of  the  Apex  of  the  Lung  {La 
Semaine  Medicaid  Mai  16,  1891.)    He  performed  the  opera- 
tion for  tuberculosis  limited  to  the  apex.   Previously  the  author 
had  experimented  on  animals  to  ascertain  the  feasabibty  of  the 
operation.    Being  convinced  that  it  could  be  done,  he  proceeded 
to  operate  on  his  patient,  a  young  man  aged  25,  with  locahzed 
tuberculous  disease  of  the  right  apex.    An  incision  was  made  in 
the  second  intercostal  space  ;.  after  incising  and  holding  aside 
the  .^reat  pectoral  muscle,  the  parietal  pleura  was  reached,  and 
now°commenced  the  difficult  task  of  detaching  it.    The  upper 
part  was  freed  with  ease,  but  below,  in  parts,  it  was  torn  and  air 
Ls  heard  whistling;  these  flaws  were  stopped  with  iodoform 
gauze,  and  after  the  rest  of  the  pleura  was  freed  the  finger  w 
introduced  and  the  summit  of  the  lung  explored.    The  finger 
rrplaced  behind  the  apex  and  pushed  forwards,  the  lungbeing 
;  t      same  time  seized  with  a  pair  of  forceps  specially  con- 
ri  cted  to  seize  friable  tissue,  and  drawn  out  through  a  hole 
in  the  parietal  pleura,  which  formed  a  collar  round  the  pr  - 
traded  lung     There  were  no  adhesions  between  the  two  layeis 
Xlela,  and  the  surface  of  the  lung  appeared  healthy,  but  an 
ndu  atio;  the  size  of  a  large  hazel-nut  was  felt  in  the  portion  of 
ung  withdrawn.    A  silk  ligature  was  now  thrown  round  the 

ruded  lung  beyond  the  forceps,  and  the  PO^t-n  of  lun 
Lvcd     The  pedicle  was  fixed  to  the  periosteum  on  the  inner 
Tf   e  of  th.second  rib  and  the  various  structures  in  the  .^und 
:  ed  by  sutures,  closing  the  wound  completely  an  apply.g 
over  all  iodoform  dressings.    The  dressmgs  wer    -t  -rn  ved 
,or  six  days,  when  union  was  found  to  be  conn^et  •  ^le  ^^n 
recovered  ra.-idly,  and  when  he  was  exlnbit  d  ^oje^^^ 
Snr^-H^tv  there  was  good  resonance  over  the  lung,  anQ  p 

ined  by  Prof.  Cornil,  and  in  it  was  found  a  tuberculous 
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size  of  a  hazel-nut,  without  having  anv  cavity  in  it.  Around 
the  margin  were  disseminated  tubercles.  The  bacilli  of  tubercle 
were  easily  demonstrated. 

Surgical  Treatment  of  Pulmonary  Cavities. — At  the  recent 
Congress  of  Tuberculosis,  M.  Poirier  (ia  Semaine  MSdicale, 
August,  1891)  read  a  paper  on  the  above  subject.  The  first 
case  recorded  was  the  result  of  an  accident.  In  a  duel  fought 
in  1679  the  sword  of  one  of  the  combatants  passed  through  his 
antagonist's  lung  and  opened  a  pulmonary  cavity  ;  the  surgeon 
utilized  the  wound  for  the  direct  treatment  of  the  cavity  and  the 
patient  recovered.  In  conjunction  with  M.  Jonnesco,  M.  Poirier 
has  collected  all  the  available  statistics,  of  which  the  following 
is  the  summary  :  Of  !^9  cases  of  incision  of  tuberculous  cavities 
with  resection  of  ribs,  improvement  took  place  in  15,  cure  re- 
sulted in  4,  and  in  9  the  result  was  negative.  In  19  cases  the 
disease  was  situated  in  the  apex.  These  authors  conclude  that 
the  best  way  of  reaching  the  upper  part  of  the  lung  is  by  making 
an  incision  with  a  thermo-cautery  4  cm,  below  the  sterno-costal 
notch,  from  the  middle  line  of  the  sternum  outwards  for  9  cm. 
in  a  direction  parallel  to  the  first  intercostal  space.  In  this  the 
pectoralis  major,  which  is  usually  much  thinned,  is  reached,  and 
by  enlarging  one  of  the  spaces  between  the  fasciculi  the  plane  of 
the  intercostal  muscles  is  reached  ;  this  is  divided  and  the  pleura 
exposed.  If  there  are  no  adhesions,  it  is  better  to  establish  them 
before  proceeding  further ;  but  if  there  is  a  cavity,  adhesions  are 
always  present.  It  is  easy  to  strike  the  cavity  through  the  adhe- 
sions, though  a  certain  thickness  of  pulmonary  tissue  has  often  to 
be  traversed  for  the  purpose.  As  cavities  are  generally  situated 
quite  in  the  upper  part  of  the  lung,  the  first  intercostal  space  is 
at  a  distinctly  lower  level  than  the  cavity  ;  the  point  of  the  in- 
strument is  then  carried  from  below  upwards  and  from  before 
backwards.  When  the  cavity  lies  towards  the  back,  the  spinous 
process  of  the  seventh  cervical  vertebra  should  be  sought  for  ; 
an  incision  is  made  outwards  from  this  point  towards  the  scapula, 
the  trapezius  and  rhomboideus  are  divided,  and  the  first  inter- 
costal space,  which  is  narrower  behind,  is  reached.  Resection 
of  the  rib  may  be  necessary.    M.  Poirier  does  not  appear  to 
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have  operated  himself  on  the  living,  his  deductions  having  been 

made  from  operations  on  dead  bodies.— (Quoted  in  Supplement 

of  British  Bledical  Journal,  Sept.  19,  1891.) 

Treatment  of  Fractures. — At  the  meeting  of  the  London 

Medical  Society  held  Oct.  19,  1891,  Mr.  Mansell  Moullin  read 
a  paper  on  The  Treatment  of  Compound  Fractures  in  Joints 
by  means  of  Corrosive  Sublimate  Solution.    If  the  accident  is 
recent  and  the  wound  clean  the  strength  of  the  solution  should 
be  1-10,000,  with  a  few  drops  of  hydrochloric  acid  added,  and 
two  hours  submersion  morning  and  evening  is  sufficient.    If,  on 
the  other  hand,  the  injured  part  is  foul  and  some  time  had  elapsed, 
and  inflammation  had  already  set  in,  the  bath  should  be  con- 
tinuous night  and  day  for  forty-eight  hours,  and  the  strength 
should  be  1  in  1000  for  the  first  two  hours.    Mr.  Moullin  had 
treated  some  thirty  cases  in  this  way  with  the  most  satisfactory 
results. 

Dr.  Stephen  Smith  of  New  York  publishes  a  paper  On  the 
Results  of  Treatment  of  Simple  Fracture  of  the  Shaft  of  the 
Femur,  in  which  the  following  conclusions  (ilfed.  News,  Sept. 
26th,  1891)  are  come  to  as  to  when  a  satisfactory  result  has 
been  obtained  in  fracture  of  the  shaft  of  the  femur  :— 

(1)  That  firm  bony  union  exists. 

(2)  That  the  long  axis  of  the  lower  fragment  is  either  directly 
continuous  with  that  of  the  upper  or  the  axes  are  on  nearly 
parallel  lines,  thus  preventing  angular  deformity. 

(3)  That  the  anterior  surface  of  the  lower  fragment  mamtams 
nearly  its  normal  relation  to  the  plane  of  the  upper  fragment, 
thus  preventing  undue  deviation  of  the  foot  from  its  normal 

position.  1  i.  f 

(4)  That  the  length  of  the  limb  is  either  exactly  equal  to  that 
of  its  fellow  or  the  degree  of  shortening  falls  within  the  limits 
found  to  exist  in  90  per  cent,  of  healthy  limbs,  viz.,  from  one- 
eighth  of  an  inch  to  one  inch. 

(5)  That  lameness,  if  present,  is  not  due  to  more  than  one 

inch  shortening. 

(6)  That  the  conditions  attending  treatment  prevent  otner 

results  than  those  obtained. 
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These  are  really  the  conclusions  come  to  by  a  committee  of 
the  American  Surgical  Association,  of  which  Dr.  Smith,  was 
chairman. 

Stites  Test  for  Carcinoma. — This  test,  as  detailed  by  Prof. 
Chiene  of  Edinburgh,  is  reported  by  Dr.  J.  H.  Brinton  (Phila. 
Med.  Neivs,  Oct.  81,  1891).  Excise  the  mamma  and  wash  it 
thoroughly  in  water  to  remove  the  blood,  then  place  the  extir- 
pated mamma  in  a  five  per  cent,  solution  of  nitric  acid  for  ten 
minutes,  and  then  wash  in  cold  water  for  five  minutes  ;  then 
place  in  methylated  spirits  for  two  or  three  minutes.  By  the 
time  this  has  been  done  by  an  assistant  the  operation  has  been 
completed,  and  on  examining  the  mamma  it  will  be  found  that 
the  diseased  or  cancerous  portion  has  a  dull  white  appearance 
like  the  eye  of  a  boiled  fish  ;  the  healthy  structures  are  trans- 
lucent. In  this  way  it  can  be  told  if  all  the  diseased  structures 
have  been  removed,  for  if  divided  at  any  point  the  dull  white 
disease  can  be  seen  on  the  cut  edge  of  the  removed  breast.  Of 
course  one  must  be  careful  to  fix,  before  removing  the  breast, 
its  relation  to  surrounding  parts,  and  this  can  be  done  by  notch- 
ing with  a  knife. 

Surgery  op  the  Liver. —  Treatment  of  Hepatic  Abscess.  

Dr.  Neil  MacLeod  of  Shanghai  advocates  an  operation  for  abscess 
of  the  liver  which  he  says  offers  the  following  advantages  (Brit. 
Med.  Jour.,  Dec.  26, 1891)  :  (1)  Before  emptying  the  abscess 
we  have  a  means  of  estimating  the  size  and  position  of  the  cavity 
and  so  determining  the  best  site  for  opening  and  drainage.  (2) 
There  is  no  hemorrhage.  (3)  Certainty  of  free  drainage  and 
better  fixation  of  the  liver  than  by  a  rubber  drainage  tube.  (4) 
No  necessity  for  excision  of  a  portion  of  a  rib,  and  (5)  rapid, 
certain,  easy  introduction  of  the  tube  in  any  position  both  at 
time  of  operation  and  at  subsequent  dressings. 

Operation.— Instrnments,  skin,  etc.,  being  rendered  aseptic, 
an  aspirating  trocar  and  cannula  are  passed  preferably  at  a  point 
chosen  where  dulness  is  absolute,  and  where  there  may  have  been 
stitch-like  pain  felt  or  friction  heard.  If  in  a  case  there  has  been 
no  such  pain  or  friction,  the  first  step  in  the  operation  might- be 
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abdominal  incision  to  search  for  adhesions  or  to  examine  by  sight 
the  liver  surface  for  evidence  of  multiple  abscesses,  if  these  be 
suspected.  If  pus  be  found  on  aspiration,  a  knitting-needle  is  then 
introduced  through  the  cannula  into  the  abscess  and  tilted  for- 
wards, upwards,  backwards  and  downwards,  and  measurements 
made  of  how  far  the  needle  can  be  passed  in  these  various  direc- 
tions, will  determine  if  the  point  of  exploration  be  fairly  opposite 
the  centre  of  the  cavity.    If  it  be  otherwise,  another  pomt  is 
chosen  from  the  data  thus  afforded,  and  the  process  is  repeated. 
When  a  satisfactory  point  is  thus  obtained,  a  large  trocar  and 
cannula  is  introduced,  the  trocar  is  replaced  by  a  director,  and 
the  cannula  withdrawn.  A  single  vertical  incision  about  an  inch 
in  length  is  then  made  through  the  superficial  structures,  a  Lis- 
ter's drainage  forceps  passed  down  the  groove  of  the  director 
Mo  the  abscess,  and  its  blades  opened  and  then  withdrawn. 
Through  the  opening  thus  made  the  drainage  tube,  with  the 
guiding  tube  in  its  interior,  is  slipped  into  the  abscess  on  the 
director,  which  is  then  withdrawn  along  with  the  guiding  tube. 
The  tube  is  kept  in  place  with  a  safety  pin.    After  the  pus  has 
ceased  to  flow,  a  dressing  is  applied.    The  drainage-tube  used 
is  nickel-plated  and  oval  in  shape  to  fit  in  between  the  nbs  of 
different  diameters  and  lengths,  and  the  guiding  tube  is  longer 
than  the  drainage  tube  and  has  a  conical  end ;  it  is  made  to  fit 
accurately  the  drainage  tube,  and  open  enough  to  slip  over  the 
previously  introduced  grooved  director,  as  the  director  fits  into 
the  cannula.    Dr.  MacLeod  scouts  at  the  idea  of  sewing  the 
liver  to  the  abdominal  wound  in  cases  of  acute  hepatic  abscess^ 
A  number  of  cases  are  cited,  treated  by  Dr.  MacLeod  s  method 
with  the  best  results.    He  believes  every  case  of  liver  abscess 
if  opened  early,  kept  aseptic,  and  drained  thoroughly,  should 


recover, 


Dr.  Patrick  Manson  (Brit.  Med.  Jour.,  Jan.  23, 1892)  gives 
an  elaborate  method  for  evacuating  pus  in  abscess  of  hver  ihe 
principle  is  draining  by  a  siphon  arrangement,  the  abscess  bemg 
perforated  by  a  trocar  and  cannula,  the  trocar  withdrawn,  and 
a  rubber  tube  fitted  over  the  end,  which  drains  into  a  wide- 
mouthed  bottle.    The  method  and  apparatus,  however,  is  so  com- 
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plicated  that  it  is  never  destined  to  replace  simpler  methods 
already  in  use. 

Surgery  of  the  Cr all- Bladder. — Dr.  Robert  Abbe  reported 
to  the  New  York  Surgical  Society,  Oct.  14,  1891,  four  very 
interesting  cases  of  gall-bladder  surgery  (iV.  Y.  Med.  Journal, 
Jan.  30,  1892),  in  two  of  which  he  removed  the  gall-bladder ; 
in  one  he  performed  cholecystotomy  and  immediate  suture  of  the 
gall-bladder.  All  recovered  perfectly.  In  one  case  the  gall- 
bladder was  so  thick  that  it  resembled  malignant  disease,  and  its 
true  nature  was  not  discovered  until  some  time  afterwards,  when 
it  disappeared  rapidly  as  the  patient  recovered  her  health.  A 
fistulous  opening  remained,  which  closed  after  removal  of  a  small 
gall-stone.  The  last  case  reported  is  an  interesting  one.  A 
man,  profoundly  jaundiced  and  suffering  from  hectic  fever,  had 
been  under  medical  care  in  St.  Luke's  Hospital  for  some  time. 
His  liver  was  enlarged  to  three  inches  below  the  ribs,  and  a  con- 
siderable tumour  of  the  gall-bladder  was  perceptible.  He  had 
never  had  an  initial  attack  of  colic.  Operation  was  undertaken 
and  a  suppurating  gall-bladder  was  found  and  relieved  by  opera- 
tion. No  stone  or  malignant  disease  was  found.  The  probability 
of  stricture  or  other  obstruction  at  the  duodenal  end  of  the 
common  duct  led  Dr.  Abb^  to  make  an  incision  into  the  duode- 
num, and  through  this  incision  a  most  careful  search  was  made 
for  the  opening  of  the  common  bile  duct,  but  without  avail,  so 
the  incision  was  closed  by  continuous  Lembert  sutures  and  the 
gall-bladder  drained.  The  man  lived  a  week,  and  at  the  autopsy 
a  small,  soft,  malignant  growth  was  found  attached  to  the  wall 
of  the  duct  at  its  lower  end,  and  this  acted  as  a  valvular  stricture. 
There  were  also  large  secondary  deposits  in  the  liver. 

In  the  discussion  which  followed  the  reading  of  this  paper. 
Dr.  McBurney  mentioned  a  case  in  which  a  stone  was  lodged  in 
the  common  duct  behind  the  head  of  the  pancreas,  the  gall-blad- 
der had  entirely  disappeared.  It  being  impossible  to  incise  the 
duct  through  the  pancreas,  he  opened  the  duodenum  by  a  verti- 
cal incision,  found  the  intestinal  opening  of  the  duct,  split  it  up 
for  about  an  inch,  removed  the  stone,  then  closed  the  intestinal 
wound.  The  patient  made  an  excellent  recovery,  and  is  now 
completely  well. 
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Dr.  Jos.  M.  Price  {Med.  and  Surg.  Reporter,  Dec  12,  '91), 
in  a  paper  read  before  the  Philadelphia  County  Medical  Society, 
mentioned  some  interesting  cases.  In  one  there  was  obstinate 
obstruction  of  the  bowels,  due,  it  was  found  on  operation,  to  the 
pressure  of  a  greatly  distended  gall-bladder  on  the  transverse 
colon.  The  gall-bladder  contained  three  gall-stones,  which  were 
removed.  In  this  case  time,  no  doubt,  would  have  caused  ad- 
hesive inflammation  between  the  gall-bladder  and  the  colon,  and 
through  an  ulceration  the  gall-stones  might  have  escaped.  There 
are  numerous  cases  on  record  where  these  escaped  gall-stones 
have  caused  obstruction  in  the  intestines  and  consequent  death. 

Riedel  thinks  (Centralblattf.  Chirurgie,  No.  21,  1891)  that 
attacks  of  pain  and  digestive  disturbances  often  depend  on  old 
adhesions,  bands,  etc.,  on  and  about  the  gall-bladder.     In  36 
abdominal  sections  for  diseases  of  the  gall-bladder  and  gall- ducts 
he  has  found  no  fewer  than  15  cases  of  adhesions,  of  which  nine 
existed  between  these  organs  and  the  omentum,  four  with  the 
bowel,  and  two  with  the  abdominal  wall.    He  does  not  think 
these  adhesions  are  necessarily  connected  with  severe  inflam- 
matory processes,  but  may  be  produced  by  a  catarrh  of  the  gall- 
bladder with  or  without  the  existence  of  calculi.    He  advocates 
a  more  frequent  employment  of  laparotomy  in  cases  of  obscure 
abdominal  disease,  believing  that  many  of  them  are  due  to  bands 
and  adhesions,  and  that  relief  can  often  be  obtamed  out  of  all 
proportion  to  the  apparent  cause  by  relieving  these  attachments. 
The  writer  had  lately  a  case  in  point  where  there  was  a  chronic 
interstitial  inflammation  of  the  lacing  lobe  of  the  liver  m  the 
female,  attended  by  severe  pain,  some  elevation  of  temperature, 
and  other  constitutional  symptoms.    An  exploratory  operation 
discovered  a  piece  of  omentum  attached  to  the  upper  surface  of 
the  liver.    This  was  separated,  and  as  nothing  else  could  be 
found,  the  wound  was  closed.    After  the  operation  the  pain  was 
all  relieved,  and  the  patient  has  ever  since  had  a  normal  tem- 
perature and  is  now  doing  her  daily  work  as  a  nurse  in  a  general 

''^Dr^W  H  White  reports  {Brit.  Med.  Jour.,  Jan.  30,  1892) 
cases  of  jaundice  due  to  aneurysm  of  the  hepatic  artery  and  to 
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movable  kidney.  In  the  latter  case  the  patient  had  a  movable 
kidney  which  could  be  felt  below  the  liver.  During  the  period 
the  kidney  was  movable  the  patient  had  frequent  attacks  of 
jaundice  and  bile  in  urine.  After  operation  for  fixation  of  the 
kidney  the  attacks  of  jaundice  ceased  and  urine  never  contained 
bile. 

The  writer  operated  in  a  case  last  summer  where  a  globular 
tumour  could  be  felt  below  the  liver  in  neighbourhood  of  gall- 
bladder. There  were  frequent  attacks  of  severe  pain  and  a 
history  of  jaundice.  Exploratory  operation  revealed  a  floating 
kidney  and  a  healthy  gall-bladder.  The  operation  succeeded  in 
relieving  all  the  symptoms,  however. 

iMr.  Thos.  Chavasse,  in  a  lecture  recently  published  {Lancet, 
March  12th,  1892),  describes  a  successful  case  of  Qholecysto- 
colotomy.    The  patient,  a  painter  by  trade,  was  aged  47,  and 
underwent  the  operation  of  cholecystotomy  on  March  25th,  1891. 
A  number  of  gall-stones  were  removed  from  the  gall-bladder  and 
one  from  the  common  duct.  The  wound  healed  well,  but  a  small 
sinus  was  left  at  the  lower  end  of  the  incision.    The  sinus  per- 
sisting, and  discharging  large  quantities  of  bile,  an  eczematous 
condition  of  the  skin  resulted,  and  so  much  discomfort  was  caused 
that  the  patient  could  not  perform  his  work  and  came  back  to 
hospital  requesting  further  relief.    The  man,  although  bile  had 
been  escaping  for  several  months  through  the  fistula,  was  in 
good  health,  well  nourished,  and  had  a  good  appetite.  His  stools 
were  regular,  but  colourless,  and  very  oifensive.    On  Oct.  24th 
an  operation  was  undertaken  to  close  the  fistula.  An  abdominal 
incision  was  made  and  the  gall-bladder  separated  freely  from  its 
adhesions.    The  common  bile  duct  could  be  felt  like  a  thickened 
cord,  but  no  stone  could  be  detected.    As  the  bile-duct  was 
probably  occluded,  the  result  of  inflammatory  changes,  it  was 
decided  to  connect  the  gall-bladder  with  the  intestines,  so  an 
anastomosis  by  means  of  Senn's  plates  was  established  between 
the  hepatic  flexure  of  the  colon  and  the  gall-bladder  :  the  old 
fistula  in  the  gall-bladder  was  then  freshened  and  closed  with 
contmuous  catgut  sutures,  the  abdominal  wound  sutured,  and  a 
glass  drainage-tube  introduced  at  its  lower  end.  A  faecal  fistula 
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resulted  for  some  time,  through  which  faeces  and  bile  were  dis- 
charged, but  this  became  smaller  and  smaller,  and  by  the  end 
of  November  had  closed  entirely  and  the  patient  has  since  been 
in  perfect  health. 

Hydatid  Cysts  of  the  iwer— Maynard  (Languedoc  Medical, 
No.  6,  1891)  reviews  the  different  methods  of  treatment  of 
hydatid  cysts.  He  advises,  in  old  cases,  incision  and  excision 
of  the  cysts  by  laparotomy  in  preference  to  the  old  method  of 
tapping.  He  prefers  the  median  incision.  All  the  vesicles  should 
be  removed  and  the  cavity  flushed  out.  The  biliary  oozing  and 
filtration  from  the  wound  is  lessened  by  the  use  of  astringent 
lotions. 

Intestinal  Anastomosis.— J)r.  Robt.  Abb6,  at  the  meeting  of 
the  surgical  section  of  the  New  York  Academy  of  Medicine, 
read  a  paper  on  his  recent  experiences  with  intestinal  anasto- 
mosis (N.Y.  Med.  Jour.,  Jan.  30,  1892).    He  comes  to  the 
conclusion  that  all  plates  devised  for  this  operation,  whatever 
their  construction  or  substance,  were  objectionable  for  one  reason 
or  another,  and,  after  considerable  experience,  he  was  of  opinion 
that  better  results  could  be  obtained  without  them,  the  intestinal 
openings  being  carefully  apposed  and  secured  to  each  other  by 
sutures,  and  a  double  row  of  sutures  being  passed  entirely  around 
the  portions  which  were  brought  in  contact  with  each  other. 
The  intestinal  openings  should  be  four  inches  long  ;  they  might 
contract  to  half  this  length  in  six  months,  but  they  would  be  less 
likely  to  contract  unduly  if  sutures  alone  were  used  than  if  de- 
pendence were  placed  on  intestinal  plates.    He  was  not  satisfied 
that  experiments  in  anastomosis  in  dogs  could  be  depended  upon 
as  analogous  to  the  work  which  was  required  upon  human  m- 

testines.  .  . 

Dr  Abba's  method  of  operating  for  lateral  anastomosis  is  as 
follows  (iV^.r.  Medical  Journal,  A^vW  2,  1892):  "Bring  the 
two  surfaces  that  it  is  proposed  to  unite  well  up  in  the  wound 
and  surround  them  by  small  compresses  of  gauze,  towels  or  flat 
sponges  wrung  out  of  hot  water.  Have  at  hand  half  a  dozen 
fine  cambric  needles  threaded  with  ordinary  finest  black  em- 
broidery silk  which  has  been  well  boiled  and  kept  in  alcohol. 
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Cut  in  lengths  of  not  more  than  24  inches,  and  tie  with  a  single 
knot  at  the  eye  of  the  needle  with  one  end  out  to  within  two 
inches.  Apply  two  parallel  rows  of  continuous  Lembert's  sutures 
a  quarter  of  an  inch  apart  and  an  inch  longer  than  the  proposed 
cut.    Leave  each  thread  with  needle  attached  at  the  end  of  its 
row.    Now  open  the  bowel  by  scissors,  cutting  a  quarter  of  an 
inch  from  the  sutures,  both  rows  of  which  are  to  remain  on  one 
side  of  the  cut ;  make  the  bowel  opening  four  inches  long. 
Apply  clamps  temporarily  to  several  bleeding  points,  pinching 
the  entire  thickness  of  the  cut  edge  without  hesitation.  Apply 
no  ligatures.    Treat  the  apposing  bowel  in  the  same  manner. 
The  clamps  remaining  in  situ,  the  parts  are  quickly  rinsed  with 
water.   .Another  silk  suture  is  now  started  at  one  corner  of  the 
openings  and  unites  by  a  quick  over-hand  suture  the  two  cut 
edges  lying  next  the  first  rows  of  sutures.    The  needle  pierces 
both  mucous  and  serous  coats,  and  this  secures  the  bleeding 
vessels,  from  which  the  clamps  are  removed  as  the  needle  reaches 
them.    This  suturing  is  then  continued  around  each  free  edt^e 
in  turns,  and  all  bleeding  points  are  thus  secured  more  rapidly 
than  by  ligature.  The  serous  surfaces  around  these  button-holes 
are  then  rapidly  secured  by  a  continuation  of  the  sutures  first 
applied,  the  same  threads  being  used,  the  one  nearest  the  cut 
edge  first.    The  united  parts  are  again  rinsed  with  water  and 
dropped  back  into  the  abdomen."     This  description,  which 
appears  to  be  somewhat  complicated,  is  made  plain  by  the  excel- 
lent illustrations  with  which  the  article  is  furnished. 

Operative  Treatment  for  Dilatatian  of  the  Bircher 
who  has  devised  an  operation  for  the  cure  of  this  afl^ection  des- 
cribes his  operation  as  follows,  giving  illustrative  cases  [cor- 
respondenzblattfilr  Schweizer  Aertze,  Jahr.  xxi,  No.  23  )  He 
says  the  operation  is  more  applicable  to  atrophic' dilatation  than 
hypertrophic  :  "  An  incision  15  cm.  long  is  made  parallel  with 
the  border  of  the  ribs  on  the  left  side,  the  stomach  drawn  out, 
a  fold  made  in  it  large  enough  to  reduce  it  to  normal  size,  the 
greater  curvature  being  sutured  nearly  on  a  line  with  the  lesser, 
ihe  fold  IS  sewed  throughout  its  entire  length  with  silk  sutures 
the  fold  hanging  within  the  stomach  from  its  upper  inner  surface 
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throuahout  ite  entire  length,  thus  reducing  the  size  of  the  stomach 
b  J  its  lower  border  and  making  it  possible  for  it  to  ent>rely 

empty  itself ;  in  this  way  the  mechanical  pressure  winch  before 
Zented  complete  cure  is  removed.  Where  the  s  omach  .s 
v  y  bng,  the  fold  is  made  at  right  angles  'o  >'«  'ong  ax,s. 
Bi  Cher  Lieves  the  operation  to  he  harmless  and  effect.ve,  be- 
fau  eTt  puts  the  stomach  in  a  mechanical  eendit.on  to  be  eared 
her  treatment.  The  serous  covering  only  is  sutured,  and 
iL  Lid  be  used.  Four  cases  are  related  '-ted  y  th,s 
method  ;  all  recovered."-(Quoted  in  Am^uan  Jour,  of  Med. 

5r«!e)tces,  March,  1892.  „    .    .         i,  Tnras- 

Radkal  Cure  of  BedudUe  Berma  m  the  i?ema!e.--Lucas 
.  .  ,L„^,Pkir  Dec  1891)  advocates  the  more 
Championmere  {Rev.  de  tliir.,  uec.  lo^  ]  „.l,,,;We 
frequent  performance  of  operations  for  the  cure  of  reducble 
hernia  in  women.  Hernia  is  more  painful,  and  the  weanng  f 
a  truss  is  more  inconvenient  than  in  men.  He  says  redncble 
hernTa  in  every  young  and  healthy  female  subject  ought  o  be 
ooerlted  on  without  exception  in  order  that  the  accden  s  of 
he  rma,  be  prevented  and  the  patient  be  enabUd  to  avo.d  the 
nernid  ma,^      ^  q„thor  ha3  operated  on 

inconvenience  of  wearing  a  truss.    Th  ^^^^^IJ^^.,^.^^,,^^ 

39  cases  without  a  smglc  bad  «™1  ;  »  i^ 

11  prnral  and  the  remaining  IT  mguinai.    -Ln«  i 

alUys  he "ost  painful  in  women,  and  always  connected  m  re 

author  removes  th,s  ^  ^.g,^^,^  ^^^^.^ 

secure  complete  closure  of  *e  o,  fie         ^^^^  ^ 

to  deal  with  IS  crural.    L^^  <1"«=™  ^   the  rules 

i„  every  case  of          m  women  and  cannot  ee^^^y  ^^^^ 

regarding  *e  treatment  e  h  rn  a  m  wo  ^  ^^^^^^  ^^^^ 
those  followed  in  men ;  39  cases  is  too 

.hich  to  draw  such  sweeping  ^^^^^^^^  ^.  „. 

fuSe^elfC^nleehn. 
Lrm^mir;'4r:caurchronicin. 
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surrounding  soft  parts  and  consequent  induration.  By  fre- 
quently repeated  injections  of  alcohol  and  distilled  water,  the 
proportion  of  the  former  increasing  with  the  duration  of  the 
treatment  from  20  to  70  per  cent.,  inflammatory  action  is  set 
up  about  the  neck  of  the  sac  w-hich  is  followed  by  adhesions  and 
retraction  of  the  soft  parts.  In  this  way  a  radical  cure  is  effected. 
The  injections  have  to  be  repeated  very  frequently  ;  in  one  case 
the  treatment  lasted  seven  months  and  109  injections  were  given. 
In  all  but  two  cases  the  results  were  satisfactory,  but  all  the  ob- 
servations were  made  before  the  patients  left  hospital.  In  one 
case  injection  was  followed  by  alarming  hemorrhage,  and  in 
others  by  inflammation  of  the  epididymis  and  suppuration. 

Treatment  of  hernia  by  injection  has  been  extensively  prac- 
tised on  this  side  of  the  Atlantic  by  Heaton  and  others,  and  the 
injection  used  was  the  fluid  extract  of  oak  bark.  The  method 
has  been  investigated  by  Bull  of  New  York,  and  the  conclusion 
come  to  was  that  it  was  only  suited  to  small  reducible  hernias, 
and  that  it  was  by  no  means  a  lasting  cure  ;  also,  it  was  not 
without  danger.  • 

Excision  of  the  lleo-Ccecal  Valve  for  Oar  cinema  — Sir  Wm. 
MacCormac  {Lancet^  Feb.  6th,  1892)  reports  a  case  operated 
on  in  St.  Thomas's  Hospital  for  malignant  disease  of  the  ileo- 
caecal  valve.  The  patient  was  a  blacksmith,  aged  36  ;  suflTered 
from  attacks  of  severe  pain,  with  diarrhoea  and  discharge  of 
blood  from  the  rectum.  A  lump  could  be  felt  in  the  right  in- 
guinal region,  which  was  tender  on  pressure.  In  last  four  months 
patient  had  lost  14  pounds.  The  abdomen  was  opened  by  Mr. 
Sydney  Jones  and  a  papillomatous  growth  of  the  ileo-csecal  valve 
found,  which  was  subsequently  examined  and  pronounced  to  be 
carcinoma,  v  The  caecum  with  adjoining  parts  of  large  and  small 
intestines  were  resected,  and  a  V-shaped  piece  of  mesentery  and 
the  upper  ends  of  intestine  were  attached  to  the  abdominal  wound 
to  form  an  artificial  anus.  The  man  rallied  well  from  the  opera- 
tion, but  owing  to  the  great  annoyance  of  the  faecal  discharge  it 
was  decided  to  restore  the  lumen  of  the  bowel.  This  was  done 
by  Sir  Wm.  MacCormac.  The  two  ends  of  the  intestines  were 
freed  and  Senn's  rubber  ring  used  to  invaginate  the  small  in- 
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testine  with  the  large,  but  this  did  not  succeed  very  well,  so 
Lembert's  sutures  were  used.  The  patient  did  very  well,  but 
on  the  sixth  day  there  was  faeces  on  the  dressing  and  a  fistula 
remained,  which  was  subsequently  closed  by  a  plastic  operation. 
Eight  months  after  operation  tho-  man  was  doing  his  daily  work 
as  a  blacksmith  without  any  inconvenience  or  sign  of  return. 

Suggestion  for  Treatment  of  Irreducible  Intussusception  of 
the  Bowels.— Mv.  Arthur  Barker  recommends  the  following 
operation  in  cases  of  irreducible  intussusception  of  the  bowels. 
( Lancet,  Jan.  9th,  1892.)  Given  a  case  of  intussusceptum  which 
cannot  be  reached  from  below,  and  which,  on  opening  the  abdo- 
men, is  found  to  be  so  tightly  strangulated  that  reduction,  even 
if  feasible,  could  only  end  in  disaster,  then  instead  of  forming 
an  artificial  anus  on  the  one  hand,  or  resecting  the  whole  mass 
of  damaged  bowel  directly  and  suturing  the  divided  ends,  Mr. 
Barker  proceeds  as  follows  :     At  the  point  at  which  the  intus- 
suscipiens  receives  the  intussusceptum,  the  two  portions  of  the 
bowel  are  at  once  united  by  continuous  circular  suture  of  fine 
silk^  taking  up  the  serous  and  muscular  coats  of  each  and  carried 
on  to  the  mesentery.    A  longitudinal  incision  is  then  made  for 
about  two  inches  through  all  the  coats  of  the  intussuscipiens  on 
its  free  margin.    This  gives  access  to  the  sausage-like  intussus- 
ceptum.   The  latter  is  then  drawn  out  through  this  incision  and 
is  cut  across  close  to  its  upper  end ;  or  if  too  long  to  be  first 
drawn  out,  it  may  be  cut  across  in  situ.  A  few  stout  silk  sutures 
are,  however,  passed  through  all  the  walls  of  the  stump  as  the 
mass  is  gradually  cut  ofi",  and  are  tied  tightly  so  as  to  keep  the 
serous  surfaces  in  contact  and  control  all  bleeding  from  vessels 
entering  it  at  its  mesenteric  attachment.    The  stump  is  now 
cleansed,  dried  and  dusted  with  iodoform,  and  allowed  to  drop 
back  through  the  incision  into  the  lumen  of  the  intussuscipiens. 
The  longitudinal  incision  in  the  latter  is  closed  by  a  continuous 
suture  from  end  to  end."    Mr.  Barker  reports  two  cases  thus 
operated  upon,  in  both  of  which  the  operation  was  practically 
extra-peritoneal.    Both  cases  resulted  fatally,  but  this  was  due, 
not  to  the  failure  of  the  operation,  but  to  the  fact  that  it  was 
undertaken  too  late,  and  the  general  condition  of  the  patients 
was  such  that  operation  was  of  no  avail. 
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Perforation  of  Gastric  Ulcer  and  its  Treatment  hy  Ab- 
dominal Section.— Mr.  Gilbert  Barling  reports  (British  Medical 
Journal,  Jan.  9th,  1892)  the  case  of  a  girl,  aged  20,  who  was 
admitted  to  hospital  suffering  from  an  acute  attack  of  abdominal 
pain,  which  bad  lasted  two  days.  Had  before  been  under  treat- 
ment for  gastric  ulcer.  The  morning  after  admission  she  was 
in  a  collapsed  condition,  abdomen  slightly  distended  and  tym- 
panitic, and  very  tender  ;  abdominal  muscles  rigid  ;  pulse  126. 
That  evening  she  began  to  vomit  green  bilious  fluid  and  became 
more  collapsed.  Next  morning  all  these  symptoms  were  exag- 
gerated, and  she  was  evidently  suffering  from  peritonitis,  so 
abdominal  section  was  decided  on.  The  abdomen  was  opened 
above  the  umbilicus,  and  the  lower  margin  of  stomach  and  upper 
portion  of  the  transverse  colon  exposed  ;  a  further  examination 
discovered  a  collection  of  semi-purulent  fluid  between  the  right 
lobe  of  the  liver  and  the  stomach.  This  being  cleared  away  an 
ulcer  with  indurated  margins  was  felt  about  the  middle  of  the 
anterior  surface  of  the  stomach.  With  difficulty  the  stomach 
was  drawn  down  and  the  perforation  exposed  ;  it  was  found  to 
be  circular,  and  about  half  an  inch  i:?  diameter.  The  opening 
was  closed  with  five  Lembert's  silk  sutures  ;  the  abdominal  cavity 
was  then  flushed  out  with  hot  water,  a  drainage  tube  introduced 
between  liver  and  stomach,  and  the  wound  closed.  The  peri- 
tonitis continued,  however,  and  the  patient  died  thirty  hours 
after  operation.  At  the  autopsy  there  was  general  peritonitis, 
and  a  second  ulcer,  almost  perforating,  was  found  on  the  pos- 
terior wall  of  the  stomach.  Mr.  Barling  advocates  early  opera- 
tion in  these  cases,  and  thinks  success  will  follow.  Where  a 
widely  spread  peritonitis  exists,  he  recommends  a  second  open- 
ing immediately  above  the  pubis  for  purposes  of  drainage. 

MaydVs  Method  of  Performing  Sigmoidostomy . — This  method 
is  described  by  Mr.  F.  Marsh  of  Birmingham  {Brit.  Med.  Jour.., 
Feb.  6th,  1892).  The  sigmoid  flexure  is  drawn  out  until  the 
meso-colon  is  seen  ;  a  rigid  rod  (preferably  of  glass)  is  then 
pushed  through  this  and  rests  on  the  abdominal  walls  ;  the  sides 
of  the  bowel  are  then  sutured  to  each  other  below  the  rod.  If 
it  be  necessary  to  complete  the  operation  at  once,  the  bowel  is 
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sutured  to  the  edges  of  the  wound  and  a  transverse  opening  made. 
If  there  is  no  necessity  to  complete  it  in  one  stage,  the  bowel  is 
not  sutured  to  the  edges  of  the  wound,  but  simply  left  from  four 
to  six  days,  and  then  opened  with  a  thermo  cautery  and  the 
edges  of  the  mucous  membrane  sutured  to  the  skin. 

Reclus  (Bull,  et  Mem.  de  la  Soc.  de  Chirurgie  de  Paris, 
Feb.  1890)  has  a  modification  of  this  method  ;  he  simply  passes 
a  rigid  aseptic  rod  through  the  mesocolon,  omits  all  sutures, 
opens  the  bowel  about  the  fourth  day,  and  about  the  tenth  day 
removes  superfluous  bowel  with  thermo-eautery, 

Mr.  Marsh  makes  a  two-inch  incision  through  the  abdominal 
wall  instead  of  a  two  and  a  half  inch  one  ;  he  uses  a  glass  rod 
with  flat  ends.    He  opens  the  bowel  on  the  third  day  with  a 
transverse  incision  by  means  of  the  thermo-cautery,  and  at  the 
end  of  a  week  removes  superfluous  bowel  with  the  thermo-cautery 
and  burns  through  the  remaining  circumference  of  the  bowel 
over  the  glass  rod,  so  that  the  latter  may  be  lif  ted  out.  A  double- 
baVrelled°opening  is  thus  left,  the  openings  diverging  instead  of 
converging,  so  that  it  is  impossible  for  any  faeces  to  pass  onwards. 
This  is'^a  great  simplification  of  the  old  inguinal  colotomy,  and 
one  which  gives  a  much  better  artificial  anus,  because  it  is  situ- 
ated in  muscular  tissue  and  provides  a  perfect  spur,  which  pre- 
vents faeces  getting  into  the  lower  bowel. 

In  an  address  on  the  Surgery  of  the  Tongue,  read  before  the 
Liverpool  Medical  Institution,  Mr.  Jonathan  Hutchinson  {Brit. 
Med.  Jour.,  Dec.  5th  and  12th,  1891)  says  that  from  the  date 
of  the  introduction  of  the  Scraseur  to  the  present  time  we  have 
to  record  steady  progress  in  reference  to  operations  on  the 
tongue,  and  experience  has  proved  that  it  is  by  no  means  neces- 
sary to  excise  the  whole  organ  where  the  disease  is  confined  to 
only  one  part,  for  wide  infiltration  of  adjacent  tissues  is  not 
common  ;  on  the  other  hand,  however,  infection  of  more  or  less 
distant  Ivmphatic  glands  may  be  produced  by  ulcers  of  insignifi- 
cant size"  and  of  the  briefest  duration.    We  now  know  that  the 
risk  of  gland  infection  begins  almost  from  the  very  day  the  sore 
assumes  suspicious  features.    In  Mr.  Hutchinson's  whole  ex- 
perience of  tongue  surgery  he  has  had  four  cases  only  where 
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the  disease  returned  in  the  tongue  itself.  In  three-fourths  of 
his  cases  the  disease  recurred  in  the  lymphatic  inlands,  and  in 
very  few  cases  where  the  glands  are  enlarged  will  the  surgeon 
be  able  to  operate  upon  them  with  much  chance  of  success  ;  and 
although  Mr.  H.  removed  the  glands  in  every  case  where  en- 
larged, in  very  few  cases  has  it  been  followed  by  protracted 
immunity.  The  glands  chiefly  aflfected  are  those  of  the  floor  of 
the  mouth  and  under  the  anterior  edge  of  the  steno-mastoid 
muscle.  The  worst  position  for  a  gland  to  enlarge  is  in  the 
back  of  the  neck,  behind  the  mastoid  process  and  upper  part  of 
the  steno-mastoid  muscle.  Mr.  Hutchinson  still  holds  to  the 
ecraseur  in  excising  the  tongue,  and  says  it  is  better  than  any 
other  method  of  removing  that  organ.  The  wounds  made  by 
the  ecraseur  heal  well  and  do  not  poison  the  lungs.  He  has 
given  up  the  chain  and  uses  an  ordinary  screw  ecraseur  armed 
with  a  loop  of  well  tempered  wire.  He  works  the  instrument 
very  slowly,  and  rarely  has  any  hemorrhage  ;  he  prefers,  how- 
ever, to  tie  the  Unguals  after  division.  The  after-treatment  is 
simple  ;  a  tube  is  used  for  feeding,  and  is  placed  well  back  in 
the  throat.  The  patient  is  encouraged  to  leave  his  bed  on  the 
day  after  operation,  and  is  made  to  rinse  his  mouth  out  fre- 
quently with  a  mixture  of  a  tablespoonful  of  spirits  in  a  tumbler 
of  water.  In  all  Mr.  Hutchinson's  experience  in  private  practice 
he  has  only  lost  one  case  after  excision  of  the  tongue,  and  this 
he  attributes  to  the  fact  that  he  has  operated  very  early  in  his 
cases,  many  having  been  sent  him  for  supposed  syphilitic  disease. 
And  one  cause  of  his  great  success  he  thinks  is  due  to  the  fact 
that  all  his  operations  with  the  ecraseur  are  bloodless.  Many 
of  those  who  are  the  subjects  of  cancer  of  the  tongue  are  old' 
and  debilitated,  to  whom  any  material  loss  of  blood  is  a 
matter  of  serious  moment.  The  author  holds  that  it  is  the 
hemorrhage  at  the  time  of  operation  and  not  the  condition  of  the 
wound  subsequently  which  is  the  source  of  danger.  Mr.  H.  hns 
come  to  regard  excision  of  the  tongue  as  a  procedure  which  does 
not  involve  any  risk  to  life. 

Insidious  Marrow  Lesions  of  Mavimary  Carcinoma. — In  an 
interesting  article  Dr.  Herbert  Snow  {Brit.  Medical  Journal, 
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March  12th,  1892,)  describes  cases  of  mammary  cancer  fol- 
lowed by  insidious  lesions  of  the  marrow  of  bones.    These  cases 
are  characterized  by  wearing  rheumatic  pains  in  the  muscles 
and  bones,  often  disturbing  the  sleep  at  night.    It  differs  from 
true  rheumatism  in  not  specially  affecting  the  articulations,  and 
it  resembles  it  in  being  often  alleviated  by  salicylates  internally. 
The  chief  localities  where  pain  is  complained  of  are  the  loins, 
the  shoulder,  and  upper  arm  down  to  the  elbow  on  the  same  side 
as  the  disease  and  the  adjoining  scapula.    With  this  the  patient 
appears  often  to  suffer  from  a  general  sense  of  debility  and  over- 
whelming lassitude,  is  often  conBned  to  bed,  becomes  sallow,  and 
her  health  unmistakably  deteriorates.    The  symptoms  Dr.  Snow 
has  not  observed  in  connection  with  any  other  form  of  malignant 
disease  but  breast  cancer.  He  says  that  besides  these  subjective 
symptoms  there  are  others  that  are  objective,  the  most  con- 
spicuous of  which  is  the  "  sternal  symptom."    At  the  junction 
of  the  manubrium  with  the  gladiolus  some  exaggeration  of  the 
slight  prominence  there  naturally  existing  is  found ;  this  protuber- 
ance grows  slowly  but  surely,  and  finally  cannot  be  easily  mis- 
taken.    There  is  no  pain  felt  here,  but  occasionally  there  is 
tenderness  on  pressure.    Again,  the  upper  epiphysial  end  of  the 
humerus  on  the  same  side  as  the  affected  breast  feels  thicker 
than  its  fellow,  and  is  also  tender  on  firm  pressure.  Deeply 
seated  gnawing  pain  is  nearly  always  present,  and  is  remittent 
in  character.    The  malignant  affection  is  by  no  means  limited 
to  the  bones  mentioned,  but  eventually  becomes  more  or  less 
general  throughout  the  whole  osseous  system.  The  severe  back- 
ache is  due  to  malignant  cells  in  the  lumbar  vertebrae.  The 
marrow  of  bone  when  extensively  infiltrated  becomes  opaque, 
white,  its  ordinarily  delicate  adipose  reticulum  is  replaced  by 
tough  fibrous-looking  tissue,  which  shows  the  characteristic  acini 
of  scirrhus  cancer.    As  a  rule  this  marrow  infection  slowly  and 
insidiously  saps  the  springs  of  life  in  two  ways— (a)  by  the 
facilities  which  it  affords  to  the  passage  of  cancer  cells  into  the 
general  circulation  and  then  deposits  in  the  viscera  ;  (6)  by  its 
interference  with  the  process  of  red  corpuscle  manufacture,  which 
is  the  most  important  function  of  marrow.    In  a  note  to  his 
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paper  Dr.  Snow  says  that  he  is  able  to  give  a  satisfactory  ex- 
planation of  the  mechanism  whereby  the  two  physical  signs 
referred  to  take  their  origin  ;  in  both  the  lymphatic  system  is  the 
agency  concerned.  In  a  case  of  well  marked  sternal  prominence 
he  has  found  the  degenerate  thymus  gland,  full  of  cancerous 
acini,  adherent  to  the  bone,  and  thus  producing  direct  infiltration  ; 
thus  the  greater  part  of  the  sternum  may  be  decalcified.  The 
humerus  becomes  infected  by  the  regurgitation  of  lymph  cur- 
rents secondary  to  the  block  following  carcinoma  deposit  in  the 
subclavian  and  deep  axillary  glands. 

Surgery  of  the  Spine. — Dr.  J.  W.  White,  in  speaking  on  the  • 
above  subject  (^Therapeutic  Gazette,  Oct.,  1891),  says  that  in 
spina  bifida,  injection  of  the  sac  offers  the  best  prospect  of  ulti- 
mate recovery  with  least  immediate  danger.  In  Potts'  disease 
of  the  spine,  the  paralysis  is  not  usually  due  to  transverse  myelitis, 
hopeless  degeneration,  or  the  pressure  of  carious  and  diseased 
bone,  but  is  the  result  in  most  cases  of  external  pachymeningitis. 
In  cases  in  which  ordinary  treatment  has  failed,  or  in  those  in 
which  the  disease  is  progressing  to  an  unfavourable  termination, 
resection  is  justifiable.  Every  case  of  local  spinal  lesion  thought 
to  be  a  tumour,  and  not  distinctly  malignant  and  generalized 
disease,  should  be  regarded  as  amenable  to  operative  treatment, 
no  matter  how  marked  or  how  long  continued  the  symptoms  of 
pressure  may  have  been.  The  results  of  recent  operative  inter- 
ference in  well  selected  cases  of  fracture  of  the  spine  are  en- 
couraging, and  should  lead  to  more  frequent  employment  of 
resection  of  the  posterior  arches  and  laminae  :  (a)  In  all  cases 
in  which  depression  of  those  portions,  either  from  fracture  or 
dislocation,  is  obvious  ;  (&)  in  some  cases  in  which  after  fracture 
rapidly  progressive  degenerative  changes  manifest  themselves  ; 
(c)  in  all  cases  in  which  there  is  compression  of  the  cauda  equina 
from  any  cause,  whether  from  anterior  or  posterior  fracture  or 
from  cicatricial  tissue  ;  (d)  in  the  presence  of  characteristic 
symptoms  of  spinal  haemorrhage,  whether  within  or  without  the 
membranes.  An  operation  is  contraindicated  by  a  history  of 
such  severe  crushing  forces  as  would  be  likely  to  cause  disor- 
ganization of  the  cord. 
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Trepliining  the  Spinal  Column  in  Gunshot  Wound  of  the 
Spinal  Canal. — At  a  meeting  of  the  Paris  Surgical  Society, 
Nov.  18,  1891,  M.  Nicaise,  on  behalf  of  M.  Vincent  of  Algiers, 
presented  a  communication  (La  Sera.  Med.,  Nov.  25, 1891)  on 
gunshot  wounds  of  the  spinal  cord  and  the  treatment  of  them  by 
trephining,    lie  classifies  the  lesions  as  follows  :  (1)  Simple 
compression  of  the  cord  by  effused  blood  or  fragments  of  pro- 
jectile.   (2)  Contusion  or  laceration  of  the  cord  caused  by  the 
bullet.    (3)  Lodgment  of  the  bullet  in  the  vertebral  column 
■with  or  without  projection  into  the  canal.  M.  Vincent  advocates 
operative  interference  in  such  cases,  and  reports  eight  cases 
with  five  cures  and  three  deaths.    He  considers  the  cases  that 
come  under  the  first  section  most  favourable  for  operation,  and 
relates  in  illustration  the  case  of  a  man,  aet.  31,  who  was  struck 
by  a  bullet  in  the  lumbar  region.    Two  days  later  there  were 
signs  of  marked  compression  of  the  cord.    M.  Vincent  cut  down 
and  found  a  fractured  lamina  ;  he  trephined,  and  introducing 
his  finger  into  the  canal,  found  the  cord  free  from  compression. 
The  bullet  could  not  be  found,  so  the  wound  was  closed.  There 
were  symptoms  of  meningo-myelitis,  but  they  quickly  passed  off, 
and  in  three  weeks  the  man  was  able  to  walk.    The  two  follow- 
ing cases  were  also  narrated  :  (1)  A  lad,  aet.  18,  was  struck  by 
a  revolver  bullet  in  the  dorsal  region  ;  this  was  followed  by 
symptoms  of  bruising  of  the  cord.  The  spinal  cord  was  trephined 
on  the  third  day  and  the  bullet  extracted.    Death  occurred  eight 
days  later,  when  it  was  found  that  the  cord  had  been  completely 
crushed,    (li)  A  man,  set.  37,  was  shot  in  the  back  on  a  level 
with  the  10th  dorsal  vertebra  ;  complete  paraplegia  followed. 
The  bullet,  with  a  splinter  of  bone,  was  removed.    After  a  period 
of  improvement  the  patient  died  on  the  94th  day. 

Trephining  for  Fractured  Spine.— Andry  of  Lyons  reports 
(Lyon  Med,  Nov.  1st,  1891)  a  case  of  fracture  of  the  cervical 
portion  of  the  spine,  in  which  the  posterior  arches  of  the  5th  and 
6th  vertebrae  were  removed  with  a  fatal  result.  There  was  no 
displacement  of  the  fragments,  and  the  fracture  was  subperi- 
osteal. After  removing  tlie  whole  of  the  arch  of  the  5th  ver- 
tebra, the  cord  was  found  to  be  violently  compressed  between 
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the  upper  edge  of  the  posterior  arch  of  the  6th  vertebra  and  a 
displaced  fragment  of  the  fractured  body  of  the  5th.  This  com- 
pression was  relieved  by  removing  the  posterior  arch  of  the  6th 
vertebra.  The  dura  mater  was  not  incised.  The  operation  lasted 
an  hour  and  the  patient  took  chloroform.  The  patient  died  twelve 
hours  after,  and  at  the  post-mortem  the  compressed  portion  of 
the  spinal  cord  was  almost  converted  into  a  blood-stained  semi- 
fluid mass,  only  a  small  portion  of  the  posterior  column  at  this 
level  remaining  intact. 

Successful  Treatment  of  Suppurative  Phlebitis  of  the  Internal  ■* 
Jugular  and  Lateral  Sinus. — Parker  has  recorded  a  case 
(Liverpool  Med.-Chir.  Jour.,  No.  22)  of  a  man,  25  years  old, 
who  for  eleven  years  following  an  injury  in  the  region  of  the  left 
ear  presented  symptoms  of  suppurative  otitis  media  with  perfor- 
ation of  the  membrana  tympani.  Symptoms  of  suppurative 
phlebitis  of  the  left  lateral  sinus  and  internal  jugular  vein,  with 
double  optic  neuritis,  developing,  an  incision  was  made  in  the 
mastoid  and  infra-auricular  regions,  and  the  mastoid  process  was 
opened.  A  clot  was  found  in  the  facial  and  jugular  veins,  ex- 
tending into  the  lateral  sinus,  which  was  occupied  by  greenish 
purulent  lymph.  Ligatures  were  applied  to  the  veins  on  either 
side  of  the  thrombi  and  the  intervening  portions  excised.  The 
lateral  sinus  was  partially  scraped.  Hemorrhage  was  controlled 
by  a  plug  of  antiseptic  wax.  The  symptoms  disappeared  for  two 
days  after  the  operation,  then  the  temperature  rose  to  103''. 
The  wax  plug  with  some  accumulated  pus  was  removed  from  the 
sinus,  and  the  mastoid  cells  were  irrigated.  For  nearly  a  week 
the  temperature  continued  to  oscillate  between  high  figures,  but 
finally  subsided,  and  the  case  ultimately  progressed  to  a  favour- 
able termination. — (Quoted  in  Medical  News,  Feb.  27,  '92.) 

New  Operations  on  the  Prostate  and  Bladder. — Kuster 
(ArchivfUr  Klin.  Chir.,  Bd.  I,  42)  discusses  the  operation  of 
lateral  prostatectomy  and  total  extirpation  of  prostate  and  blad- 
der. Lateral  prostatectomy  was  first  recommended  by  Prof. 
Dittel  ;  he  held  that  the  lateral  lobes  were  the  ones  usually  in- 
volved, and  advised  exposing  the  prostate  by  a  perineal  incision 
to  the  left  of  the  anus  and  excision  of  as  much  as  possible.  The 
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author  performed  this  operation  on  a  man,  aged  64,  with  enlarged 
prostate.  Two  pieces  the  size  of  chesnuts  were  removed,  the 
urethra  not  being  wounded.  Tamponing  with  iodoform  gauze 
with  secondary  suture  two  days  later.  This  case  voided  his 
urine  without  trouble  and  was  completely  cured.  Other  less 
favourable  cases  are  reported.  Kiister  thinks  the  operation  less 
dangerous  than  suprapubic  cystotomy  for  removal  of  portions  of 
prostate,  and  says  the  conditions  are  either  relieved  or  the 
patient  cured. 

Klister  also  reports  a  case  of  total  extirpation  of  bladder  and 
prostate  in  a  man,  aged  53,  with  carcinoma.    The  upper  edge 
of  the  symphysis  pubis  was  chiselled  off  and  the  bladder  opened 
above  pubis  for  inspection  of  growth  ;  it  was  then  sewed  up  and 
a  perineal  incision  made.    The  bladder  was  then  freed,  and 
afterwards  the  ureters  secured  and  inserted  into  an  opemng 
made  in  the  rectum.    The  wound  was  packed  with  iodoform 
gauze.    The  operation  took  two  hours  and  the  patient  rallied, 
but  died  five  days  later  of  intercurrent  pneumonia. 

Stein,  who  has  collected  cases  of  this  kind,  reports  three 
operations  for  malignant  growths,  in  which  the  bladder  and 
prostate  weie  extirpated  ;  two  died  soon  after  operation,  and  one 
lived  nine  months.-(Quoted  in  UniA^.  Med.  TJfa^.,  March,  93.) 
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Appendicitis. — In  a  paper  read  before  the  New  York  Aca- 
demy of  Medicine  (N.Y.  Medical  Record,  April  16,  1892)  on 
'•  Appendicitis,"  Dr.  C.  McBurney  reported  six  cases  operated 
on  within  the  short  space  of  fifteen  days,  all  of  which  recovered. 
In  the  course  of  his  remarks  on  these  cases  Dr.  McBurney  em- 
phasizes the  fact  that  the  honour  of  first  developing  the  operative 
treatment  of  appendicitis  must  be  awarded  to  American  surgeons. 
They  fearlessly  and  successfully  opened  the  peritoneal  cavity  to 
reach  deep-seated  abscesses  connected  with  the  appendix.  He 
recommends,  before  such  a  deep-seated  abscess  is  opened,  the 
road  to  it  should  be  lined  with  sponges  ;  and  if  a  small  opening 
be  made,  the  pus  may  be  caught  in  the  abscess  almost  guttatim 
and  harmlessly  removed.  In  diflScult  cases  the  discovery  of  the 
appendix  may  bafile  the  most  careful  search,  and  he  thinks  it 
best  first  to  introduce  the  finger  and  the  appendix  may  be  imme- 
diately found  ;  if  not,  the  caput  coli  should  be  exposed  and  the 
appendix  carefully  searched  for.  As  regards  time  for  operation, 
he  begs  to  differ  from  Mr.  Treves,  who  says  that  "  surgical  in- 
terference should  not  be  undertaken  before  the  fifth  day  except 
in  the  presence  of  very  emphatic  symptoms."  It  is  no  comfort 
to  be  assured  that  few  cases  die  before  the  fifth  day,  for  those 
who  die  on  the  fifth  day  have  begun  to  die  on  the  second  or 
third.  Dr.  McBurney  has  noticed  that  cases  operated  on  after 
long  delay  and  numerous  consultations  are  frequently  fatal  or 
extremely  hazardous.  Cases  of  acute  appendicitis  operated  on 
at  the  right  time,  before  the  disease  has  progressed  too  far,  are 
nearly  invariably  successful ;  out  of  some  fifty  such  cases  Dr. 
McBurney  has  seen  only  one  die.  He  considers  examination 
through  the  rectum  of  no  value  whatever  in  the  early  stages  of 
appendicitis,  and  thinks  that  our  attention  had  better  be  devoted 
to  learning  the  signs  of  suppurative  appendicitis  before  the 
abscess  has  threatened  the  rectum.    In  conclusion,  he  stated 
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that  in  these  cases  the  surgeon  and  physician  should  work  to- 
gether.   Dr.  McBurney's  cases  are  very  instructive  and  well 
worth  perusal.    The  fortunate  ending  of  all  the  operations  was 
due,  no  doubt,  to  his  careful  surgery,  but  still  I  am  of  opinion 
that  there  are  certain  cases  septic  from  the  first,  and  which  no 
operation  will  relieve.    Such  a  case  I  had  last  winter,  where 
operation  was  performed  within  forty-eight  hours.    The  patient 
was  already  profoundly  septic,  as  evidenced  by  his  black  vomit. 
The  appendix  was  found  gangrenous,  as  was  also  the  caecum , 
but  not  a  drop  of  pus  was  found  ;  the  operation  did  not  relieve 
in  the  least,  and  the  patient,  a  boy  of  18,  died  twenty-four  hours 
later.  In  this  case  the  appendix  was  seven  inches  long  and  bound 
down  by  strong  adhesions,  the  result  of  previous  attacks.  In 
some  cases  the  virulence  of  the  infective  pus  is  much  greater 
than  others,  for  it  is  well  known  that  some  bacilli  are  much  less 
dangerous  than  others.    I  am  surprised  that  Dr.  McBurney  did 
not  mention  the  method  of  finding  the  appendix,  which  is  so  well 
known  to  anatomists— viz.,  by  tracing  down  the  anterior  longi- 
tudinal band  on  the  caecum,  it  leads  directly  to  the  appendix. 

Partial  Resection  of  Ccecum  for  Gangrenous  Typhlitis  ; 
death  years  after  from  angulation  intestine. — Tillman  of  Sweden 
reports  the  case  of  a  patient,  aged  30,  operated  on  on  Aug.  2nd, 
1885,  for  violent  symptoms  of  intestinal  obstruction.  Operation 
revealed  gangrene  of  anterior  portion  of  caecum  and  ascending 
colon.    Resection  was  performed  with  difficulty,  the  operation 
taking  4^  hours.    Patient  recovered  and  remained  well  for  five 
years.    On  Oct.  10,  1890,  symptoms  of  obstruction  again  ap- 
peared, and  operation  was  performed.    No  resection  was  made, 
but  an  intestinal  fistula  was  established  in  the  right  iliac  region. 
Patient  died  on  the  third  day.    Autopsy  revealed  general  peri- 
tonitis, and  the  occlusion  was  found  to  be  due  to  kinking  of  the 
bowel  at  the  splenic  flexure  of  the  colon. —  {Nor diskt.  Med. 
Arkws.,  Bd.  ii.  Aft  1 ;  quoted  in  Annals  of  Surgery,  June,  '92.) 

Acute  Intestinal  Obstruction  ;  Operation  hy  Short  Circuit.— 
Mr.  E.  Atkinson  of  Leeds  reports  a  case  of  obstruction  {Lancet, 
May  7,  1892)  in  a  man,  aged  22,  for  which  he  operated.  On 
opening  the  peritoneal  cavity  a  quantity  of  clear  fluid  escaped, 
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and  distended  coils  of  small  intestines  appeared  at  the  wound 
joined  together  by  broad  bands,  and  the  bowels  were  so  matted 
together  that  search  for  the  cause  of  obstruction  was  impossible. 
On  the  advice  of  Mr.  Littlewood,  Mr.  Atkinson  opened  the  colon 
as  much  above  the  caecum  as  he  could  reach,  and  after  inserting 
a  bone  plate  of  Senn's,  selected  a  coil  of  ileum,  opened  it  and 
did  the  same,  and  thus  performed  anastomosis.  The  operation 
lasted  one  hour  and  a  quarter.  Twelve  hours  after  the  patient 
had  two  large  liquid  stools,  and  got  well  rapidly. 

Abdominal  Section  in  cases  of  Muptured  Spleen  and  Liver. — 
At  a  meeting  of  the  London  Clinical  Society,  held  March  11th, 
1892,  Mr.  Page  related  three  cases  in  which  abdominal  section 
had  been  performed  for  ruptured  viscera.  These  were  cases 
without  external  wound,  in  which  peritonitis  b^gan  soon  after 
the  accident,  and  was  due  to  the  presence  of  large  quantities  of 
extravasated  blood  in  the  peritoneal  cavity.  In  one  case  the 
spleen  was  ruptured,  and  in  two  the  liver.  In  the  case  of  rup- 
tured spleen  the  abdomen  was  opened  forty-six  hours  after  the 
accident,  and  the  complete  washing  out  of  blood  from  the  peri- 
toneal cavity  gave  marked  relief,  lessened  the  evidences  of  peri- 
tonitis, and  seemed  to  come  very  near  to  saving  the  boy's  life. 
The  injury  in  the  first  case  of  ruptured  liver  was  more  severe, 
and  several  ribs  were  broken  ;  here,  also,  the  peritonitis  was 
unquestionably  relieved  by  peritoneal  flushing  twenty-seven  hours 
after  the  acccident.  In  the  second  case  of  ruptured  liver  the 
injury  was  complicated  by  slight  laceration  of  one  kidney,  and 
the  amount  of  hemorrhage  had  been  enormous  ;  operation  gave 
no  relief.  Although  the  results  were  so  bad,  still  Mr.  Page  said 
he  thought  the  proper  treatment  of  ruptured  viscera  was  early 
abdominal  section  and  washing  out  the  stagnant  blood,  which  was 
the  cause  of  peritonitis. 

In  the  discussion  which  ensued  many  cases  of  abdominal  sec- 
tion ior  ruptured  viscerae  were  related,  but  no  recoveries  were 
reported.  The  general  opinion  also  seemed  to  be  that  blood 
itself  did  not  cause  peritonitis,  but  that  when  the  liver  was  rup- 
tured and  bile  extravasated  then  peritonitis  nearly  always  ensued. 

Radical  Treatment  of  Prostatic  H^pertrophT/. — Eigenbrodt 
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of  Bonn  (Beitrage  zur  Klin.  Chir.,  No.  8,  1891)  reports  five 
cases  of  enlarged  prostrate  operated  on  by  Prof  Trendelenburg, 
and  comes  to  the  following  conclusions  : — 

(1)  It  has  been  shown  by  experience  that  a  radical  operation 
is  possible  in  almost  every  case  of  obstructive  enlargement  of  the 
prostate. 

(2)  The  prospects  of  prostatectomy  are  better  the  earlier  the 
operation  is  performed,  and  operations  done  early  and  before  the 
development  of  cystitis  are  to  be  recommended  in  all  cases  in 
which  the  surgeon  may  avoid  setting  up  inflammation  by  the 
operation  itself. 

(3)  Even  in  far  advanced  cases  much  relief  may  be  afforded 
by  operation,  and  the  patient  may  regain  the  power  of  voluntary 
micturition.  • 

(4)  Patients  who  have  been  apparently  cured  by  the  radical 
operation  are  apt  to  be  subsequently  affected  with  persisting 
weakness  of  the  bladder  and  accumulation  of  residual  urine. 

(5)  In  obstructive  hypertrophy  of  the  prostate,  the  hindrance 
to  the  flow  of  urine  does  not  consist  so  frequently,  as  is  generally 
supposed,  in  a  valvular  occlusion  of  the  internal  meatus  by  a 
prominent  lobe  of  the  gland,  or  by  a  displaced  portion  of  the 
vesical  wall.  The  hindrance  is  more  frequently  the  result  of  a 
regular  and  general  enlargement  of  the  vesical  portion  of  the 
prostate  associated  with  the  formation  of  a  cul-de-sac  of  the 
bladder.  In  such  cases  the  surgeon  should  attempt  to  promote 
the  free  discharge  of  urine  by  making  a  deep  wedge-shaped  in- 
cision at  the  posterior  border  of  the  internal  urethral  orifice.— 
(Quoted  in  Sup.  to  Brit.  Med.  Jour.,  Nov.  9,  1891  ) 

Norton  (^Med.  Press  and  Circular,  vol.  civ,  No.  4)  describes 
a  prostatome  which  is  similar  in  mechanism  to  a  lithotrite,  but 
both  blades  have  cutting  edges  that  do  not  overlap,  the  female 
blade  being  so  shaped  that  it  will  easily  glide  back  over  the 
enlarged  prostate  after  introduction  into  the  bladder,  and  so 
hollowed  that  it  will  retain  within  itself ^the  section  when  cut. 
He  reports  four  cases,  in  three  of  which  this  instrument,  passed 
by  median  perineal  section,  removed  a  sufficient  amount  of  the 
prostate  to  procure  complete  relief  and  cure,  and  says  it  is  his 
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intention  to  further  perfect  this  instrument  so  that  it  may  be 
passed  per  urethram. — (Quoted  in  American  Jour.  Med.  Sc., 
June,  1892.) 

Suprapubic  Cystotomy  for  lumour  of  the  Bladder. — Gujon 
(^Annales  des  Maladies  des  Organes  Genito-  Urinaires,  ann.  x, 
No.  2)  reports  the  case  of  a  patient  who  was  brought  to  him  in 
a  very  anasmic  condition,  having  had  frequently  recurring  attacks 
of  hsematuria  with  polyuria  for  twelve  years.  Taking  into  con- 
sideration the  anaemic  condition  of  his  patient,  he  made  no  in- 
strumental examination,  basing  his  diagnosis  of  vesical  neoplasm 
on  the  constant  polyuria  with  distension  of  the  bladder  and  the 
recurrent  attacks  of  hagmaturia.  This  diagnosis  was  confirmed 
by  the  condition  found  present  at  the  operation,  in  which  he 
removed  epitheliomata  weighing  together  seven  ounces,  the 
patient  making  a  perfect  recovery  in  twenty  days.  In  his  re- 
marks on  these  anaemic  cases,  he  says  the  first  duty  of  the  sur- 
geon is  to  avoid  all  methods  of  diagnosis  that  will  in  the  least 
increase  the  loss  of  blood,  and  that,  furthermore,  he  is  to  guard 
his  patient  during  the  operation  from  the  ever  present  danger  of 
syncope  ;  he  advises  Trendelenburg's  position  in  these  cases, 
believing  it  to  have,  in  threatened  syncope,  prophylactic  advan- 
tages as  well  as  those  originally  claimed  for  it.— (Quoted  in 
Amer.  Jour.  Med.  Sc.,  June,  1892.) 

Surgery  of  the  Spine.— M,  Chipault  (Revue  de  Ohirurgie, 
No.  7,  1891),  in  an  article  on  the  surgical  treatment  of  Potts' 
disease  of  the  spine,  describes  three  cases  in  which  operation  for 
the  removal  of  tuberculous  disease  was  performed.  All  three 
cases  were  paraplegic.  The  first  case,  a  boy  aged  9,  had  suf- 
fered for  some  months  from  caries  of  upper  dorsal  vertebrae,  and 
suddenly  became  paraplegic  after  falling  down  stairs.  Suspension 
was  of  no  benefit,  so  operation  was  performed.  An  incision  was 
made  over  the  transverse  processes  of  the  2nd,  3rd,  4th,  5th  and 
6th  dorsal  vertebrae  ;  the  periosteum  was  reflected  outwards  and 
the  arches  resected.  The  dura  mater  was  found  healthy,  but 
at  the  4th  vertebra  there  was  found  a  projection  and  a  com- 
pression 80  marked  that  the  spinal  cord  seemed  altogether  want- 
ing.   Numerous  fungous  projections  into  the  canal  were  scraped 
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away,  a  large  abscess  opened  and  the  projecting  ridge  of  bone 
completely  removed,  and  the  cavities  in  the  diseased  vertebrae 
carefully  cleaned  out.    The  destruction  of  the  bodies  was  enor- 
mous, and  the  removal  of  the  disease  certainly  incomplete.  Not- 
withstanding this  the  wound  healed  and  the  progress  was  excel- 
lent  for  some  time,  but  a  month  after  the  operation  the  child 
succumbed  to  an  attack  of  broncho-pneumonia.    At  the  autopsy 
the  wound  was  found  firmly  closed  by  a  mass  of  osteo-fibrous 
tissue,  but  a  large  cold  abscess  connected  with  the  other  vertebrae 
was  found.    In  the  second  case,  a  girl  aged  4|  years,  the  same 
region  was  affected,  but  not  so  extensively.    The  paraplegia  was 
one  produced  by  gradually  increasing  pressure  and  not  one  sud- 
denly produced  by  displacement.    A  similar  operation  was  per- 
formed.   The  principal  focus  of  infection  was  in  the  posterior 
of  the  body  of  the  4th  dorsal  vertebra.    A  drain  was  inserted 
into  it  and  brought  out  across  the  vertebral  canal,  between  the 
4th  and  5th  dorsal  nerves.    The  cut  muscles  were  sutured  and 
antiseptic  dressing  applied.    Excellent  recovery  followed ;  on 
the  fifth  day  patient  could  lift  the  head  from  the  bed.    A  third 
case  gave  similarly  good  results.    M.  Chipault  formulates  his 

conclusions  as  follows  : 

(1)  The  operation  is  anatomically  possible.  It  requires  skill, 
but  it  is  easy  to  avoid  injury  of  the  meninges  or  of  the  spinal 
nerve-roots.  Drainage  and  irrigation  of  the  diseased  centres 
through  the  vertebral  canal  do  not  give  rise  to  even  transitory 
disturbances  of  the  medulla. 

(2)  By  direct  treatment  of  tubercular  foci  we  may  hope  to 
obtain  a  result  not  merely  palliative  but  curative,  a  result  im- 
possible with  the  methods  hitherto  employed.-(Quoted  m  Dublin 
Med.  Jour.,  June,  1892.) 

B.emoval  of  Spinal  Tumour. -J)v.  W.  Jones  reports  a  case 
(N.r.  Med.  Record,  March  12th,  1892)  of  removal  of  an  extra- 
dural spinal  tumour  in  a  woman  aged  31.  She  had  suffered  for 
seven  years,  and  for  three  years  there  had  been  angular  curva- 
ture between  the  scapulae.  At  the  time  of  operation  there  was 
complete  muscular  paralysis  from  the  waist  down,  and  anesthesia 
from  the  9th  rib.    An  incision  was  made  from  the  6th  to  10th 
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dorsal  vertebrae,  the  lamitioe  of  the  9th,  8th,  7th  and  6th  were 
removed,  and  a  tumour  loosely  connected  with  dura  below,  but 
more  closely  above,  was  found  extruding  from  the  6th  to  the  8th 
vertebrae ;  it  covered  the  cord  for  about  li  inches,  and  was  the 
size  of  an  index  finger.  The  patient  rallied  well  from  the  opera- 
tion, and  the  wound  healed  without  suppuration.  Sensation 
began  to  return  on  the  9th  day,  and  was  present  everywhere  by 
the  54th.  Seven  months  later  the  husband  reported  that  sen- 
sation was  perfect  everywhere,  that  she  walked  on  crutches,  and 
that  her  general  health  was  excellent.  The  tumour  was  thought 
to  be  tuberculous. 

Inflammatory  Cervical  Swelling  communieating  with  the 
Common  Carotid  Artery  and  Internal  Jugular  Vein. — At  the 
meeting  of  the  Royal  Medical  and  Chirurgical  Society  of  London 
held  Jan.  26th,  1892,  Mr.  Croft  read  the  details  of  the  case  as 
follows.    A  young  man,  aged  22,  was  admitted  into  St.  Thomas' 
Hospital,  under  Mr.  Croft's  care,  on  June  4th,  1891.    A  small 
swelling  had  appeared  on  the  right  side  of  the  neck,  opposite  the 
thyroid  cartilage,  after  a  sore  throat,  eight  weeks  before  admis- 
sion.   At  the  time  of  admission  the  swelling  was  about  the  size 
of  a  pullet's  egg,  and  situated  over  the  bifurcation  of  the  common 
carotid  artery.  No  pulsation  was  observed.  During  the  evening 
of  the  second  day  the  swelling  rapidly  enlarged,  and  this  was 
accompanied  by  great  pain  and  a  little  difficulty  in  swallowing. 
The  next  morning  the  tumour  was  found  to  be  strongly  pulsatile, 
with  distinct  expansile  movement,  and  it  was  at  once  decided  to 
explore  the  swelling.    The  common  carotid  trunk,  below  the. 
swelling,  was  first  exposed  ;  next,  the  swelling  was  incised  and 
shown  to  be  in  communication  with  a  large  artery.    It  was  found 
necessary,  in  order  to  arrest  all  hemorrhage,  to  tie  the  common 
and  external  carotid  arteries  and  jugular  vein.    No  pus  was 
found  or  any  definite  abscess.    Silk  ligatures  were  used.  Re- 
covery was  complete,  though  interrupted  by  a  congestion  of  the 
left  lung.  In  the  discussion  which  followed,  Mr.  Timothy  Holmes 
remarked  that  Mr.  Croft's  case  illustrated  the  old  surgical  adage 
that  suppuration  around  a  vessel  might  lead  to  communication 
with  that  vessel.    He  had  seen  an  abscess  communicating  with 
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the  popliteal  artery.  Many  cases  of  simultaneous  ligature  of  the 
common  carotid  and  internal  jugular  vein  were  on  record. 

A  Successful  Case  of  Ligature  of  the  Internal  J ugular  Vein 
and  Trephining  the  Lateral  Sinus  in  an  Ear  case,  in  which 
the  symptoms  of  Fycemia  were  well  pronounced. — Mr.  Glutton 
reports  this  case  {Brit.  Med.  Jour.,  April  16, 1892),  which  was 
that  of  a  boy  aged  10,  who  was  seized  with  acute  pain  in  head 
and  right  ear  November  27th  ;  afterwards  he  had  a  temperature 
of  103.4'^,  with  severe  rigors  and  suppuration  of  middle  ear. 
No  tenderness  over  mastoid  or  optic  neuritis.    There  was  an  in- 
flammatory swelling  at  right  angle  of  lower  jaw.    Judging  from 
these  symptoms  that  there  was  probably  a  suppurative  thrombosis 
of  the  lateral  sinus,  it  was  determined  to  expose  the  internal 
jugular  vein  as  low  as  possible  in  the  neck,  and  cut  off  its  con- 
nection with  the  general  circulation.    The  vein  was  found  to 
have  very  thick  walls,  and  to  be  quite  collapsed  and  empty.  It 
was  carefully  freed,  then  tied  with  two  ligatures,  and  divided. 
The  upper  end  was  still  further  separated  and  brought  out  at  the 
upper  end  of  the  wound,  in  order  to  be  able,  at  a  later  stage,  to 
syringe  through  from  the  lateral  sinus.    The  weak  condition  of 
the  patient  precluded  further  operative  procedures,  and  at  the 
end  of  two  days,  being  stronger,  the  lateral  sinus  was  trephined 
(one  inch  behind  and  a  quarter  of  an  inch  above  the  centre  of 
the  right  auditory  canal).    As  the  bone  was  divided  pus  began 
to  well  up,  and  on  removal  of  the  disc  it  was  seen  to  come  from 
the  occipital  side  of  the  opening  and  from  beneath  the  dura 
mater.    The  lateral  sinus  which  occupied  the  centre  of  the 
trephine  opening  was  found,  on  puncturing  with  the  trocar,  to 
contain  pus;  it  was  therefore  slit  up  and  washed  out.  The 
ligature  was  now  removed  from  the  upper  end  of  the  divided 
jugular  in  the  neck,  and  the  nozzle  of  the  syringe  in  the  smus 
directed  downwards.    A  full  stream  issued  from  the  opening  in 
the  neck,  carrying  with  it  broken  down  clot  and  pus.  A  sweUmg 
in  left  forearm,  which  had  been  steadily  increasing,  was  incised, 
but  found  to  contain  no  pus.    Two  days  after  the  operation  the 
temperature  again  went  up  to  104^  and  on  examining  the  ankle 
on  left  side  it  was  found  to  be  much  swollen  and  very  pamful, 
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so  it  was  freely  incised  and  found  to  contain  a  quantity  of  pus. 
After  this  the  boy  made  a  slow  and  uninterrupted  recovery. 

Hemorrliage  from  the  Middle  Meningeal  Artery  from  Frac- 
ture of  Skull ;  Trephining  ;  Recovery. — Bland  Sutton  reported 
the  above  case  to  the  meeting  of  the  London  Clinical  Society 
held  Jan.  8th,  1892.  The  patient  was  a  man  who  was  brought 
to  the  Middlesex  Hospital  in  an  insensible  condition,  due  to  fall- 
ing upon  the  pavement  and  striking  his  head  when  drunk.  Soon 
after  admission  the  right  arm  and  leg  became  completely  para- 
lysed. The  left  side  of  the  skull  was  trephined,  and  a  very  large 
clot  of  blood  found  between  the  dura  and  skull.  To  secure  the 
torn  artery  the  bone  was  removed  freely.  By  means  of  an  elec- 
tric search-light  a  fissure  in  the  bone  was  found  to  run  from  the 
left  limb  of  the  lamboidal  suture  downwards  into  the  tympanum 
and  across  the  petrous  portion  of  the  temporal  bone.  At  this 
spot  the  dura  was  lacerated  and  the  subdural  space  was  opened. 
After  the  operation  motor  power  returned,  and  although  cerebro- 
spinal fluid  escaped  for  four  days  the  patient  quickly  became 
conscious  and  made  an  uneventful  recovery.  In  the  discussion 
which  followed,  Mr.  C.  Symonds  said  he  had  operated  on  three 
cases.  In  the  first  case,  bleeding  was  from  a  deep  source  and 
he  had  controlled  it  with  forceps.  After  removing  a  quantity 
of  bone  the  bleeding  ceased,  but  the  man  died.  In  the  second 
case  the  patient  had  universal  convulsions,  and  recovered  after 
trephining.  In  the  third  case,  the  patient,  a  boy,  was  almost 
dead.  He  was  rapidly  trephined  and  also  recovered.  Compres- 
sion of  the  common  carotid  might  sometimes  be  necessary  after 
trephining. 

G-angrene  after  Ligature  of  the  Femoral  Vein  and  Artery. 
—Mr.  Herbert  Allingham  reported  to  the  meeting  of  the  London 
Clinical  Society,  held  January  22ad,  1892,  the  case  of  a  man, 
aged  28,  who  was  admitted  into  the  Great  Northern  Hospital 
for  stab-wound  of  the  thigh,  near  the  apex  of  Scarpa's  triangle. 
The  man  had  lost  a  great  deal  of  blood,  but  when  he  reached 
the  hospital  the  bleeding  had  been  arrested  by  pressure.  Au 
exploratory  operation  was  immediately  undertaken  as  there  was 
no  pulsation  in  the  tibials  and  the  leg  and  foot  were  cold  and 
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paie.  The  patient's  general  condition  was  bad  :  he  was  blanched, 
had  swimming  in  the  head,  complained  of  thirst,  and  was  restless. 
After  applying  an  Esmarch,  the  wound  was  enlarged  and  the 
tissues  were  found  much  infiltrated  with  blood  and  the  sartorius 
cut.    On  turning  out  a  large  blood-clot  at  tlie  bottom  of  the 
wound  it  was  seen  that  both  the  femoral  artery  and  vein  were 
completely  divided.     The  vessels  were  tied,  the  wound  closed, 
and  the  leg  and  thigh  enveloped  in  cotton  wool.    The  patient 
was  then  placed  in  bed  and  the  leg  kept  warm  with  hot  bottles. 
Two  days  after  the  operation  the  foot  began  to  have  a  waxy 
appearance  and  the  calf  became  swollen  and  painful.    Next  day 
the  foot  was  gangrenous  and  slowly  spread  up  the  leg  to  the 
middle  of  the  calf.    For  three  weeks  the  leg  remained  in  this 
condition,  then  it  became  moist,  and  the  temperature  rose  to 
105°.    Amputation  was  at  once  performed  through  the  knee- 
joint.    The  interest  of  the  case  lay  in  the  facts  (1)  that  the 
gangrene,  when  pronounced,  did  not  extend  for  three  weeks,  and 
(2)  amputation  was  performed  through  the  knee-joint.  Mr. 
Harrison  Cripps  said  that  the  practice  should  be  the  same  whether 
due  to  wound,  ligature,  or  embolism  of  the  artery.    The  portion 
of  limb  which  died  was  usually  the  foot,  with  the  lower  half  of 
the  leg.    The  line  of  demarkation  which  should  be  waited  for 
was  usually  about  four  inches  below  the  knee,  and  amputation 
should  be  performed  immediately  above  it. 

Ligature  of  the  Carotid  for  Hemorrhage  after  Removal  of 

Tonsil.  At  a  meeting  of  the  London  Clinical  Society,  held 

April  21st,  1892,  Mr.  Arbuthnot  Lane  gave  the  details  of  a  case 
of  very  severe  hemorrhage  following  removal  of  the  tonsil,  and 
for  which  the  common  carotid  was  tied.  The  patient  was  21 
years  of  age,  and  had  his  tonsil  removed  at  the  Throat  Hospital 
Dec.  16th.  At  the  time  of  operation  and  during  removal  home 
he  lost  about  half  a  pint  of  blood  ;  on  Dec.  19th  he  lost  another 
half  pint.  Bleeding  recurred  on  the  evening  of  the  20th  and 
continued  steadily  in  spite  of  local  applications.  Mr.  Lane  saw 
him  on  the  22nd,  when,  as  he  was  evidently  dying,  his  friends 
consented  to  his  removal  to  Guy's  Hospital.  As  he  was  in  a 
very  collapsed  condition,  3^  to  4  units  of  normal  salt  solution 
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had  to  be  introduced  freely  into  the  circulation  before  any  opera- 
tion could  be  done.  He  reacted  at  once,  and  Mr.  Lane  proceeded 
to  tie  the  carotid.  The  patient  left  the  hospital  quite  well  in  a 
few  days. 

In  the  discussion  which  followed,  Mr.  Cripps  said  it  was  bad 
surgery  to  tie  the  carotid  for  such  cases,  as  half  the  patients 
died  from  brain  symptoms  or  softening,  and  a"  considerable  num- 
ber perished  from  recurrence  of  the  bleeding.  The  chief  blood 
supply  of  the  tonsil  was  from  the  external  carotid,  and  this  vessel 
should  be  ligatured  between  the  superior  thyroid  and  lingual ; 
after  its  ligature  recurrent  hemorrhage  is  very  rare.  Mr.  Lane, 
in  reply,  said  the  reason  he  did  not  tie  the  external  carotid  was 
because  the  branches  from  it  arose  all  together,  and  he  was 
obliged  to  tie  the  common.  He  had  had  no  cerebral  trouble 
after  tying  the  vessel,  because  in  the  cases  in  which  he  had  done 
so  he  had  always  injected  salt  solution,  and  he  believed  that  if  a 
similar  practice  were  carried  out  in  all  cases  of  ligature  of  the 
common  carotid  it  would  abolish  the  complication. 

Hypodermic  Injections  of  Carbolic  Acid  in-Tetanus. — Strazzeri 
and  Titone  report  (^Rif.  Med.,  Nov.  10, 1891)  a  case  of  tetanus 
cured  by  Baccelli's  method  of  hypodermic  injections  of  carbolic 
acid.  The  patient  was  a  boy  aged  9,  who,  eight  days  after  re- 
ceiving an  injury,  developed  well  marked  symptoms  of  tetanus. 
He  was  treated  with  injections  of  a  two  per  cent,  solution  of 
carbolic  acid  repeated  every  six  hours,  opiates  being  given  inter- 
nally. On  the  15th  day  the  patient  recovered  power  of  masti- 
cation, and  after  four  weeks  treatment  he  was  completely  cured. 
— {Supplement  Brit.  Med.  Jour.,  Jan.  2nd,  1892.) 

The  Operative  Treatment  of  Bronehocele. — Of  late  years 
operations  for  the  removal  of  the  thyroid  gland  have  become 
common  and  no  longer  attract  much  attention.  Since  the  appear- 
ance of  Kocher's  well  known  paper  in  1883,  total  extirpation  of 
the  thyroid  has  been  placed  on  the  list  of  operations  to  be  per- 
formed under  very  special  circumstances,  and  where  no  other 
means  of  relief  is  available.  The  isthmus  has  been  divided  for 
relief  of  pressure  symptoms,  and  success  has  attended  the  various 
injection  methods  in  cystic  disease  of  the  gland.    For  solid 


184 


growths,  enucleation  is  rapidly  taking  the  place  of  extirpation. 
Prof.  Reverdin  {Revue  de  Ohirurgie,  No.  B,  Mars,  1892)  gives 
a  table  of  fourteen  cases  in  which  he  has  operated  with  one  death. 
In  seven  of  these,  enucleation  was  performed  without  a  death. 
He  does  not  at  once  proceed  to  operation,  but  first  uses  iodoform 
internally,  gr.  i  three  times  a  day  in  pill  form.    Then  when 
iodoform  or  any  other  treatment  considered  efficacious  has  been 
fully  tried,  and  there  is,  notwithstanding,  an  increase  in  the 
symptoms,  gradual  but  continued  enlargement  of  the  gland, 
persistence  or  exaggeration  of  the  pain,  and  interference  with 
the   respiration,  operative  intervention   is   indicated."  He 
says  that  the  further  we  progress  the  more  clearly  we  see  that 
enucleation  is  the  true  method,  and  its  appUcation  is  much  easier 
than  was  at  first  sight  apparent.    By  a  straight  incision  over  the 
tumour  the  thyroid  tissue  must  be  carefully  laid  bare,  gradually 
and  slowly  incised  layer  by  layer,  and  at  a  variable  depth  from 
the  surface  the  tumour  proper  will  be  exposed  to  view.     "  So 
long  as  you  are  doubtful,  you  are  not  on  the  growth,"  which  will 
be  immediately  recognized  by  its  brownish-grey  colour  and  its 
smoother  surface.    The  incision  must  now  be  enlarged,  and  with 
the  aid,  preferably,  of  the  finger,  the  tumour  is  rapidly  enucle- 
ated out  of  its  bed  of  thyroid  tissue  in  which  it  is  lying,  to  the 
walls  of  which  it  is  sometimes  adherent.    Rapidity  is  here  the 
order  of  the  day,  for  it  is  now  the  hemorrhage,  often  alarming, 
begins,  and  till  the  growth  is  removed  it  cannot  be  mastered. 
The  tumour  is  sometimes  covered  by  thin-walled  vessels,  which 
have  to  be  tied  as  they  are  easily  torn.    Reverdin  has  not  yet 
met  with  fatal  results  from  this  method.    The  merits  of  the 
operation  are  rapidity  of  performance  and  rapidity  of  healing, 
and  no  chance  of  myxoedema.    Socin  first  brought  this  method 
into  prominent  notice. — (Dublin  Medical  Journal,  June  1892, 
and  London  Lancet  Editorial,  April  16th,  1892.) 

Ununited  Fractures  in  Ohildren.— Mr.  D' Arcy  Power  {Am. 
Jour.  Med.  Sciences,  May  1892),  in  an  article  on  Ununited 
Fractures  in  Ohildren,  says  that  they  are  undoubtedly  rare. 
He  himself  has  collected  71  cases  :  7  of  clavicle,  9  of  humerus, 
L2  of  femur,  42  of  leg,  and  1  of  forearm.    They  are  more  com- 
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monly  met  with  in  boys  than  girls.  Operative  measures  fre- 
quently fail  to  relieve  them.  In  the  71  cases  only  6  obtained 
bony  union.  Some  received  slight  beneBt  from  treatment,  whilst 
others  submitted  to  amputation.  Mr.  Power  thinks  the  causes 
of  non-union  are  always  local,  the  chief  cause  being  want  of  rest 
due  to  errors  in  diagnosis  or  carelessness.  The  diflBculty  in  fixing 
the  two  ends  of  the  bone  in  a  very  fat  child  is  very  great,  but 
with  care  the  task  may  be  successfully  accomplished.  Mr.  Power 
lays  down  the  following  rules  :  Diagnosticate  the  fracture  as 
early  as  possible,  and  in  every  case  keep  the  fragments  in  per- 
fect apposition.  After  the  fragments  have  been  secured,  see 
that  the  apposition  is  maintained  by  exercising  careful  supervision 
and,  when  necessary,  by  readjustment  of  apparatus.  In  cases 
of  non-union,  the  prognosis  as  to  subsequent  union  is  bad.  In 
such  cases  the  ends  of  the  bones  may  be  resected  and  the  frac- 
ture treated  by  securing  perfect  immobility  of  the  bone  for  a 
long  period  ;  if,  however,  there  be  much  wasting  of  either  end 
of  the  bone,  resection  will  be  found  useless.  In  the  lower 
extremity,  amputation  alone  affords  the  patient  relief  from  his 
miserable  condition. 

Stricture  of  the  (Esophagus. — Newman  (^Lancet,  vol.  i,  No.  5, 
1892),  in  an  article  on  the  above  subject,  says  organic  stricture 
can  be  diagnosed  without  difficulty.  History  of  injury  followed 
by  painful  deglutition,  which  passes  off  in  a  few  days  or  weeks, 
and  which  is  followed  at  some  remote  period  by  a  constantly  in- 
creasing dysphagia,  without  pain,  hemorrhage  or  lymphatic 
enlargement,  would  point  to  organic  stricture.  The  history  of 
an  injury  is  not  always  clear,  and,  on  the  other  hand,  carcinoma 
may  develop  in  a  case  where  there  is  a  clear  history  of  trauma- 
tism. In  carcinoma,  the  age  of  patient,  the  hemorrhage,  pain 
and  enlargement  of  the  glands  will  point  to  the  character  of  the 
disease.  In  carcinoma  the  prognosis  depends  on  the  seat  of  the 
disease,  whether  it  is  in  a  position  where  surgical  intervention 
is  possible.  If  operation  is  not  done,  death  will  ensue  sooner  or 
later  from  starvation.  If  the  disease  begins  in  the  upper  part  of 
the  gullet  it  is  usually  rapidly  fatal ;  on  the  other  hand,  carci- 
nomatous growths  of  the  lower  end  of  the  oesophagus  may  run  a 
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very  slow  course.  Dr.  Newman  has  collected  statistics  of  656 
cases  of  carcinoma  of  the  oesophagus  in  which  the  mode  of  death 
was  given  :  390  died  of  collapse  and  exhaustion  ;  inflammation 
of  lung  and  gangrene,  91  ;  pleurisy,  53 ;  peritonitis,  17  ;  per- 
foration into  the  heart  and  blood-vessels,  15.  In  benign  tumours 
of  the  oesophagus  the  prognosis  will  depend  upon  the  location, 
size  and  rapidity  of  the  growth,  and  whether  or  not  their  removal 
by  operation  is  possible.  If  situated  high  up,  they  may  be  cut 
off  or  ligated,  or  if  pedunculated  and  soft  the  parasol  probang 
may  dislodge  them.  Organic  strictures,  if  seen  early,  may  yield 
to  bougies.  If  a  bougie  can  be  passed  the  prospect  of  recovery 
is  good,  but  if  no  instrument  can  be  passed  then  gastrostomy 
should  be  performed. — (Quoted  in  Amer.  Jour.  Med.  Sciences, 
May  1892.) 

Surgery  of  the  (Esophagus.— Gerster  (N.  Y.  Med.  Journal, 
vol.  iv.  No.  6)  presents  the  following  conclusions.    If  a  foreign 
body  becomes  lodged  in  the  oesophagus  and  cannot  be  displaced 
downward  into  the  stomach  or  extracted  without  the  employment 
of  much  force,  it  is  imperative  to  perform  external  oesophagotomy 
at  once.    This  operation  is  comparatively  safe,  its  mortality  in 
all  cases  being  20  per  cent.  {Fischer).    The  operation  may  be 
difficult  if  there  is  a  goitre  or  tumour  present.    An  early  opera- 
tion is  safe,  a  late  one  dangerous  and  often  useless.  Delay 
should  not  be  more  than  twenty-four  hours.    If  impaction  has 
existed  for  more  than  twenty-four  hours,  frequent  and  persistent 
efforts  at  dislodgment  are  apt  to  be  more  dangerous  than  oeso- 
phagotomy.   In  performing  oesophagotomy  the  incision  should 
be  made  large  enough  to  permit  of  comfortable  manipulation 
without  much  traction.    The  line  of  incision  should  be  in  front 
and  parallel  to  the  anterior  border  of  the  sterno-mastoid,  begin- 
ning a  little  below  the  cricoid  cartilage  and  extending  to  the 
sternal  origin  of  the  muscle  ;  the  omohyoid  is  drawn  aside  and 
the  laterafmargin  of  the  thyroid  gland  is  exposed  to  act  as  a 
guide.    The  great  vessels  are  drawn  out  with  the  sterno-mastoid. 
Care  should  be  taken  not  to  injure  the  recurrent  nerves.  The 
oesophagus  is  recognized  by  its  longitudinal  fibres  ;  if  there  is 
doubt,  a  urethral  sound  m^y  be  introduced  through  the  mouth 
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or  the  oesophagus  incised  on  the  point  of  the  instrument.  "When 
the  incision  is  made  into  the  tube  the  edges  should  be  held  aside 
with  silk  sutures.  After  removal  of  the  foreign  body  the  edges 
of  the  cut  oesophagus  should  be  brought  together  with  fine  silk 
and  the  outer  wound  packed  loosely  with  iodoform  gauze.  A 
few  silkworm  gut  sutures  should  be  introduced,  but  not  tied  until 
after  the  removal  of  the  packing.  Feeding  by  mouth  is  per- 
mitted at  once,  only  small  quantities  of  liquid  substances  being 
given.  Where  ulceration  and  sloughing  has  occurred,  suture 
is  not  practicable  and  rarely  safe.  The  wound  should  be  packed 
and  allowed  to  heal  by  granulation.  The  stomach  tube  will  be 
necessary  in  these  cases,  and  may  be  inserted  into  the  wound 
or  the  mouth. — (Quoted  in  Amer.  Jour.  Med.  Sci,  M&y  1892  ) 
Retro- Pharyngeal  Abscess  in  Infancy. — Mr.  Pollard  dis- 
cusses this  subject  in  a  paper  recently  published  (Lancet,  Feb. 
13,  1892),  and  gives  a  report  of  four  cases.  In  each  of  the  tour 
cases  the  abscess  had  no  relation  to  spinal  caries,  and  was  evi- 
dently an  entirely  local  affection.  He  says  two  views  have  been 
advanced  to  explain  the  occurrence  of  these  abscesses — one,  that 
they  depend  on  an  acute  phlegmonous  inflammation  induced  in 
a  similar  manner  to  acute  abscesses  elsewhere,  and  the  other, 
that  they  are  dependent  on  an  adenitis,  which  is  secondary  to 
inflammation  of  one  of  the  neighbouring  mucous  surfaces.  Dr. 
Edmund  Simon  has  described  lymphatics  in  the  retro-pharyngeal 
region  which  terminate  in  glands  situated  on  each  side  of  the 
median  line,  between  the  pharynx  and  the  aponeurosis  of  the 
prevertebral  muscles.  These  glanas  disappear  about  the  third 
year  of  life.  There  is  much  in  favour  of  this  view,  especially 
the  fact  that  nearly  all  the  cases  of  retro-pharyngeal  abscess 
occur  in  young  children  and  are  unilateral.  When  the  abscess 
appears,  the  question  arises,  should  it  be  opened  from  the  mouth 
or  by  an  external  incision  in  the  neck.  The  latter  method  is 
advised  by  Mr.  Pollard  after  the  manner  recommended  by  Mr. 
Chiene  for  retro-pharyngeal  abscess  connected  with  spinal  caries. 
This  method  of  operating  is  well  known  to  surgeons,  and  was 
not  introduced  by  Mr.  Chiene,  but  by  the  late  Mr.  Hilton,  and 
it  is  described  in  full  in  his  lectures  on  "  Rest  and  Pain,"  which 
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were  published  thirty  years  ago.    I  do  not  know  how  it  is  that 
this  method  of  operating  is  always  attributed  to  Prof.  Chiene. 
I  quote  from  Mr.  Hilton's  book  his  description  of  opening  a  post- 
pharyngeal abscess.    "  I  carefully  made  an  incision,  about  half 
an  inch  in  length,  with  a  lancet  through  the  sterno-mastoid 
muscle,  thus  exposing  the  fascia  underneath  it ;  I  then  thrust 
a  grooved  probe  or  director  through  the  fascia  towards  the  back 
part  of  the  pharynx,  when  a  little  stream  of  opaque  fluid  came 
trickling  down  the  director.    I  then  ran  the  dressing  forceps 
along  the  grooved  director,  made  an  opening  into  the  deep  abscess 
and  let  out  three  or  four  ounces  of  pus.    The  exit  of  the  pus 
was  aided  by  passing  the  finger  into  the  child's  mouth  and  press- 
ing upon  the  posterior  wall  of  the  pharynx."    I  have  frequently 
pointed  out  this  passage  to  surgeons  and  others  who  have  quoted 
Mr.  Chiene  in  this  connection,  and  have  myself  opened  retro- 
pharyngeal abscesses  in  this  way  for  more  than  fifteen  years. 
One  of  the  first  cases  I  operated  on  was  in  a  child  aged  9  months, 
a  patient  of  Dr.  Geo.  Ross'.  Here  there  was  no  cervical  disease. 
I  have  operated  on  many  cases  since,  and  always  with  the  hap- 
piest results.    The  operation  is  a  simple  one,  and  entails  not  the 
sHghtest  risk,  especially  when  performed  after  modern  aseptic 
methods. 

I  can  testify  also  to  the  presence  of  these  post-pharyngeal 
glands,  for  I  have  removed  them  from  children  when  operating 
on  the  neck  for  the  removal  of  strumous  glands.  I  removed 
these  glands  a  few  weeks  ago  from  a  boy  aged  10,  a  patient  in 
my  wards  at  the  Montreal  General  Hospital  who  was  the  subject 
of  strumous  enlargement  of  all  the  glands  on  both  sides  of  the 
neck.  I  have  opened  retro-pharyngeal  abscesses  in  infants  only 
a  few  weeks  old,  and  never  had  the  slightest  trouble  operating 
after  Hilton's  method. 

Nerve- Graf  ting. —K.i  the  meeting  of  the  London  Clinical 
Society  held  March  11th,  1S92,  Mr.  Darner  Harrison  read  a 
paper  on  a  case  of  nerve- grafting.  The  patient,  a  boy  set.  13, 
eleven  weeks  before,  cut  the  median  nerve,  together  with  all  the 
flexor  tendons,  at  right  wrist  with  a  piece  of  glass.  On  admission 
to  hospital,  June  4th,  1891,  the  fingers  were  immovably  fixed 
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in  the  flexed  position,  paralysis  of  both  motion  and  sensation 
being  complete  in  the  parts  supplied  by  the  median  nerve. 
Trophic  changes  were  also  present,  the  hand  being  blue  and  cold 
and  the  skin  glossy.  On  exploring  the  site  of  the  injury  the 
tendons  were  found  matted  together  and  two  inches  of  the  nerve 
destroyed.  After  uniting  the  tendons  the  nerve-ends  were 
freshened,  thus  increasing  the  separation  to  two  inches,  and  a 
graft  two  inches  and  a  quarter  in  length,  taken  from  the  sciatic 
nerve  of  a  recently  killed  kitten,  was  fixed  in  position  by  one 
fine  catgut  suture  passing  through  the  ends  of  the  graft  and  the 
cut  nerve.  Sensibility  began  to  return  at  the  end  of  forty-eight 
hours.  At  the  end  of  three  months  the  nutrition  of  the  hand 
began  to  show  great  improvement,  but  there  was  no  signs  of 
returning  motion  for  five  months,  and  now  patient  could  oppose 
finger  and  thumb,  and  was  still  improving.  The  reader  of  the 
paper  quoted  ten  cases  in  which  grafting  had  been  employed, 
three  of  which  had  been  completely  successful,  six  partially  suc- 
cessful, and  only  one  proving  a  failure. 

Surgery  of  the  Gall-bladder. — Dr.  IvanhoflPhas  collected  the 
particulars  of  278  cases  of  surgical  interference  with  the  gall- 
bladder on  account  of  gall-stones  or  distension  from  obstruction  ; 
30  cases  were  in  males  and  185  in  females,  and  the  majority 
occurred  between  the  ages  of  40  and  50  years.  In  64  cases  the 
diagnosis  was  not  made  out,  in  13  it  was  doubtful,  and  in  24  it 
was  mistaken,  being  correct  in  the  remaining  177.  In  the  24 
cases  the  diagnosis  was :  in  7,  movable  kidney  ;  6,  hydatids  of 
liver ;  3,  tumour  of  omentum  ;  1,  ovarian  tumour  ;  1,  cancer 
of  gall-bladder ;  1,  cancer  of  stomach,  and  1,  acute  peritonitis. 
In  120  cases  there  was  a  perceptible  tumour  in  the  region  of  the 
gall-bladder.  In  48  cases  jaundice  was  present,  due  in  10  cases 
to  malignant  disease.  In  40  cases  impacted  stone  was  found, 
and  stones  found  in  some  part  of  the  biliary  passages  in  140 
cases.  Empyema  of  gall-bladder  was  found  16  times.  Of  the 
whole  278  cases,  36  (13  per  cent.)  were  fatal.  The  immediate 
causes  of  death  were  :  collapse,  9  ;  ursemia,  1  ;  peritonitis,  8  ; 
hemorrhage,  6  ;  cancer,  7  ;  pulmonary  tuberculosis,  7  ;  pul- 
monary embolus,  1 ;  and  in  3  cases  the  proximate  cause  of 
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death  could  not  be  made  out.  The  resulting  fistula  took  from 
five  weeks  to  three  years  to  heal. — (Quoted  in  London  Lancet, 
April  30,  1892.) 

Treatment  of  Suppurative  Cholecystitis. — H.  Snider  records 
an  interesting  case  of  gall-bladder  surgery  (^Berlin.  Klin.  Woch., 
No.  11,  1892)  in  a  patient,  aged  28,  who  had  some  time  pre- 
viously suffered  from  perityphlitis,  which  had  yielded  to  treat- 
ment.   She  now  had  a  train  of  symptoms  which  pointed  to  sup- 
puration of  the  gall  bladder,  so  an  incision  was  made  along  the 
outer  edge  of  the  right  rectus  muscle  and  the  gall  bladder 
exposed.    It  was  found  enormously  distended,  and  on  incising 
it  a  quantity  of  pus  and  a  fair-sized  calculus  escapeil.  The 
gall-bladder  was  fixed  to  the  abdominal  wall,  thoroughly  washed 
out  and  drained.    In  a  few  days  the  discharge  of  pus  gave  place 
to  a  discharge  of  bile,  and  the  patient  maile  a  speedy  recovery, 
leaving  hospital  in  five  weeks  with  a  biliary  fistula.  Three  months 
later  she  returned,  with  colic  and  other  symptoms  as  bad  as 
before.    The  fistula  still  discharged  bile.    On  enlarging  the 
opening  the  finger  passed  into  a  canal  which  extended  upwards 
and  backwards  in  the  direction  of  the  liver,  and  ended  in  a  cul- 
de-sac.    Here  a  calculus  was  felt,  separated  from  the  canal  by 
a  membrane,  which  was  apparently  the  thickened  wall  of  the 
bladder.    The  liver  and  gall-bladder  were  exposed  by  an  ab- 
dominal incision,  and  it  was  then  found  that  the  latter  was  divided 
into  two  compartments  by  a  band  of  cicatricial  tissue,  and  that 
the  return  of  the  trouble  was  caused  by  the  impaction  of  the 
calculus  in  the  opening  of  communication  between  the  two  com- 
partments.   The  stone  was  removed  with  great  difficulty,  but 
the  patient  made  an  excellent  recovery,  with  subsequent  closure 
of  the  biliary  fistula.— (Quoted  in  Dublin  MedicalJour.,  June, 
1892.) 
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Angina  Ludovici. — This  disease  is  of  somewhat  rare  occur- 
rence, and  although  alluded  to  previously  by  various  authors 
under  various  names,  such  as  cynanche  cellularis,  angina  ex- 
terna, gangrenous  cellulitis  of  the  neck,  etc.,  etc.,  it  remained 
for  Ludwig  of  Stuttgart  to  first  give  an  accurate  account  of  this 
very  fatal  affection.  (^Medicin.  Intelligenz  Blatt.^l^o.  4,  1836.) 
Ludwig  called  it  "  a  new  kind  of  inflammation  of  the  cellular 
tissue  of  the  neck."  Mr.  R.  W.  Parker,  in  the  Lancet,  October 
18th  and  25th,  1879,  has  an  interesting  account  of  angina  Ludo- 
vici, an  affection  which  is  not  alluded  to  in  most  of  the  text- 
books on  surgery,  and  not  mentioned  in  such  a  complete  work 
as  Heath's  Dictionary  of  Practical  Surgery,  or  Buck's  Reference 
Handbook  of  the  Medical  Sciences. 

In  Ludwig's  original  account,  for  which  I  am  indebted  to  Mr. 
Parker,  the  disease  is  described  as  one  setting  in  with  high 
fever,  rigors,  much  depression,  and  difficulty  of  swallowing  ; 
then  "  there  develops  sometimes  on  both  sides  of  the  neck,  more 
generally  on  one,  a  hard  swelling  in  the  tissue  surrounding  the 
submaxillary  gland."    This  cellular  induration  spreads  first  to- 
wards the  chin  even  to  opposite  side,  then  down  to  the  larynx 
and  back  to  the  parotid  gland,  and  at  the  same  time  the  swelling 
increases  considerably.    It  involves  all  the  intermuscular  planes 
and  the  muscles  themselves  between  the  mouth  and  hyoid  bone. 
The  tongue  rests  on  a  floor  of  hardened  tissue,  deeply  congested, 
which  lies  like  a  bolster  in  the  mouth.    Opening  the  mouth  is 
difficult,  and  the  power  of  speaking  and  swallowing  much  inter- 
fered with.    During  the  four  to  six  days  this  is  going  on,  the 
general  health  does  not  seem  to  suffer.    The  fever  is  moderate 
and  the  symptoms  of  no  intensity.  Now  the  skin  over  the  swollen 
part  begins  to  get  red,  and  masses  of  phlogistic  lymph  appear  in 
the  mouth  ;  the  swelling  gets  softer  and  pits  on  pressure,  then 
a  spot  softens  either  on  the  floor  of  the  mouth  or  below  the  side 
of  the  jaw  and  discharges  a  stinking,  greyish-red  fluid.  As  soon 
as  this  breaking  down  process,  which  is  a  species  of  gangrene, 
sets  m,  symptoms  of  general  constitutional  implication  quickly 
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show  themselves,  the  fever  increases,  profuse  sweatings,  with 
sleeplessness  and  slight  delirium  are  a  marked  feature.  The 
tension  of  the  inflamed  parts  increases,  swallowing  is  more  difii- 
cult,  and  attacks  of  dyspnoea  come  on  usually  in  paroxysms, 
calling  sometimes  for  immediate  tracheotomy.  In  four  or  five 
days  the  patient  dies  in  a  typhoid  condition.  The  inflammation 
of  the  celluar  tissue  frequently  extends  into  the  anterior  medi- 
astinum. In  many  cases  the  duration  of  the  disease  is  much 
shorter,  the  patient  dying  in  three  or  four  days  This  affection 
is  said  to  occur  at  times  in  an  epidemic  form. 

As  the  inflammation  is  situated  beneath  the  deep  fascia  of  the 
neck,  an  early  and  free  incision  is  the  only  treatment,  as  by  this 
means  gangrene  is  prevented  and  the  disease  arrested  before  it 
reaches  the  anterior  mediastinum.  The  phlegmonous  character 
of  the  inflammation  has  lately  led  some  of  the  French  surgeons 
to  deny  that  this  is  a  special  disease,  and  they  name  it  merely 
suh-hyoid  phlegmon. 

There  has  recently  been  an  extended  discussion  on  the  subject 
at  the  July  meetings  of  the  Paris  Soci^t^  de  Chirurgie.  M. 
Simon  (^Semaine  Medicale,  1892,  pp.  212,  284,  292-298)  re- 
ports a  case  where  the  disease  spread  to  the  anterior  mediastinum 
and  cure  resulted  from  trephining  the  sternum.    In  the  dis- 
cussion which  followed,  M.  N^laton  held  strongly  that  all  these 
cases  originated  from  a  septic  focus,  more  frequently  a  diseased 
tooth,  often  from  the  wisdom  tooth,  and  regarded  all  these  cases 
as  examples  of  severe  sub-hyoidean  phlegmon  and  not  a  special 
disease,  as  described  by  Ludwig.  M.  Delorme  mentioned  several 
cases  which  had  been  sent  into  hospital  under  him  as  sub-hyoid 
phlegmon  in  all  of  which  incision  in  the  median  line  failed  to  reveal 
pus,  yet  on  incising  each  mylo-hyoid  muscle  a  pocket  of  pus  was 
found  between  this  muscle  and  the  lower  jaw.    M.  Verneuil 
looked  upon  Ludwig's  angina  as  a  specific  infective  angina,  and 
related  three  ccses  in  support  of  his  contention,  two  of  which 
proved  rapidly  fatal,  although  free  incisions  were  made  early. 
All  these  cases  occurred  in  previously  healthy  individuals,  and 
were  characterized  by  fixation  of  tongue,  rapid  oedema,  and 
high  fever. 
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The  cases  described  by  most  of  the  speakers  in  this  discussion 
were  those  usually  seen  following  a  carious  tooth  or  an  inflamma- 
tion due  to  some  difliculty  in  the  eruption  of  the  wisdom  tooth. 
Every  surgeon  meets  many  such  cases  of  sub  hyoidean  phlegmon, 
but  these  are  not  the  cases  to  which  the  name  angina  Ludovici 
has  been  given.  In  the  latter  the  oedema  is  a  marked  feature, 
and  there  is  early  dyspnoea  with  profound  constitutional  disturb- 
ance. In  making  incisions,  a  foetid,  thin,  sanious  discharge 
appears,  but  no  true  pus,  and  the  patient,  as  a  rule,  rapidly 
succumbs  to  the  profound  sepsis  caused  by  this  disease.  The 
dyspnoea  frequently  calls  for  tracheotomy,  which  aflPords  only 
temporary  relief.  It  seems  to  me  that  in  this  "  fulminating  " 
form  of  phlegmonous  inflammation,  and  which  is  occasionally 
epidemic,  we  have  a  distinct  form  of  angina,  if  not  a  distinct 
distinct  disease, — diff'ering  much  from  those  phlegmons  of  the 
subhyoid  region  due  to  decayed  teeth.  The  results  of  free  and 
deep  incieions  in  these  latter  cases  are  always  favourable,  and 
even  if  pus  is  not  reached,  relief  is  afforded. 

Surgery  of  the  Liver  and  Gall  bladder. — The  most  important 
surgical  discussion  which  took  place  at  the  recent  meetiug  of  the 
British  Medical  Medical  Association  was  on  the  above  subject.  It 
was  opened  by  Mayo  Robson  (Lancet,  Aug.  6, 1892),  who  based 
his  conclusions  on  seventy  cases  of  operation  and  on  many  others 
in  which  no  operation  was  performed.  In  speaking  of  injuries 
to  the  liver  attended  by  severe  hemorrhage,  he  said  they  can  be 
successfully  treated  by  exposing  the  injury  by  abdominal  incision 
and  plugging  the  liver  wound  with  iodoform  gauze ;  after- 
wards a  drainage-tube  should  be  inserted  and  the  external  wound 
closed.  When  abscess  has  been  found  by  exploratory  needle, 
the  liver  should  first  be  sewn  to  the  parietal  peritoneum  before 
opening  the  abscess  cavity,  and  where  this  is  not  possible,  the 
abscess  should  be  evacuated  and  carefully  packed  with  iodoform 
gauze.  Free  drainage  is  here  the  secret  of  success.  Subphrenic 
abscesses  he  opens  through  the  lower  intercostal  spaces. 

Mr.  Robson  had  operated  on  no  less  than  fifty  cases  of  chole- 
lithiasis with  a  mortality  of  three  cases  only,  and  each  of  these 
had  been  complicated  by  malignant  disease.  None  of  his  simple 
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cholecystotomies  had  died.  He  thought  the  operation  where  the 
gall-bladder  was  sewn  to  the  external  wound  was  a  better  opera- 
tion than  the  ideal  one  in  which  the  opening  in  the  bladder  was 
sutured  and  the  bladder  returned  into  the  abdominal  cavity. 
When  it  becomes  necessary  to  open  the  cystic  duct,  suture  of 
the  opening  to  the  parietal  peritoneum  or  the  introduction  of  a 
large  drainage-tube  are  the  best  procedures. 

Mr.  Lawson  Tait  entirely  agreed  with  the  views  enunciated 
by  Mr.  Robson.  He  said  hepatotomy  was  a  safe  operation  if 
performed  early  enough,  but  resection  of  the  liver  for  cancer 
had  no  sympathy  from  him.  In  his  operations  for  gall-stones, 
death  had  only  occurred  in  those  cases  where  cancer  was  present. 
Mr-  Tait  presented  a  table  of  cases  which  showed  21  exploratory 
incisions  with  4  deaths,  18  hepatotomies  with  2  deaths,  and  71 
cholecystotomies  with  4  deaths, — about  9  per  cent,  of  deaths  in 
all  operations. 

Mr.  Jordan  Lloyd  called  attention  to  the  importance  of  dia- 
gnosing before  operation,  not  only  the  presence,  but  the  exact 
locality,  of  the  gall-stones,  for  the  reason  that  the  dangers  of 
cholecystotomy  depend  more  on  the  position  than  the  size  and 
number  of  the  stones.    It  is  a  safe  operation  so  long  as  the 
stones  can  be  removed  through  the  opening  made  in  the  gall- 
bladder ;  but  if  the  common  duct  has  to  be  opened,  the  risks  of 
the  operation  are  enormously  increased.    Hepatic  colic  without 
subsequent  jaundice  and  without  a  tumour  as  a  rule  locates  the 
stone  strictly  within  the  gall-bladder.    Hepatic  colic  without 
jaundice,  but  with  subsequent  tumour,  locates  a  stone  within  or 
at  the  mouth  of  the  cystic  duct.    Hepatic  colic  with  ague-like 
paroxysms,  rigor,  high  temperature  and  sweatings,  followed  by 
jaundice,  locates  the  stone  in  the  common  duct.    If  a  tumour 
be  not  present,  the  gall-bladder  is  probably  puckered  up  by 
chronic  inflammatory  changes.    Persistent  jaundice  is  generally 
the  equivalent  of  malignancy. 

Resection  of  the  Liver  for  Hepatic  Tuviours.—Dr.  W.  W. 
Keen  gives  the  results  of  analysis  of  20  cases  of  liver  resection 
{Boston  Med.  aud  Surg.  Journal,  April  28,  1892).  The  ages 
of  these  cases  varied  from  21  to  58  years.  Sixteen  cases  occurred 
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in  females,  which  the  author  thinks  may  be  due  to  tight-lacing. 
The  tumours  and  portions  of  liver  removed  have  varied  in  size 
from  a  small  nut  up  to  three  fists.  Of  the  20  cases,  nearly  all 
were  incorrectly  diagnosed  ;  some  were  thought  to  be  floating 
kidney,  others  tumours  of  the  pancreas.  The  tumours  were 
echinococcus  and  hydatid  cysts,  cancer,  syphilis,  sarcoma  and 
adenoma.  Dr.  Keen  thinks  that,  judging  by  experiments  on 
animals,  a  large  portion  of  the  liver  can  be  removed  without 
much  danger  and  without  interfering  with  its  function.  Ponfick 
found  that  three-fourths  of  the  liver  could  be  removed,  although 
prostration  was  very  severe  at  first.  The  escape  of  bile  into  the 
peritoneal  cavity  is  generally  of  no  consequence.  In  preventing 
hemorrhage  the  base  of  the  tumour  should  be  severed  by  re- 
peated small  touches  of  the  cautery  point,  the  large  vessels  being 
all  ligated.  In  the  majority  of  cases  the  stump  was  returned 
into  the  abdominal  cavity  ;  in  six  cases,  however,  it  was  sutured 
in  the  abdominal  wound.  Of  the  20  cases,  17  recovered,  two 
died,  and  in  one  the  result  is  unknown.  The  mortality  thus  far 
has  been  about  10  per  cent. — (Quoted  in  Univ.  Med.  Mag.^ 
July,  1892.) 

Czerny  {Deutsche  Med.  Wocli.,  June  8th,  1892),  in  a  review 
of  the  history  of  the  surgery  of  the  gall-bladder,  divides  the 
cases  into  those  with  jaundice  and  those  without.  He  summar- 
izes as  follows  : 

(1)  Gall-stones  call  for  operative  measures  when  they  give 
rise  to  long-lasting  troubles. 

.(2)  Empyema  always  calls  for  operation,  and  also  hydrops 
when  serious  symptoms  arise. 

(3)  The  typical  operation  for  stone  in  the  gall-bladder  con- 
sists in  incision,  emptying  and  suturing  the  bladder,  the  abdomi- 
nal wound  being  drained  for  a  short  time. 

(4)  When  the  cystic  duct  is  occluded  or  the  gall-bladder  itself 
is  inflamed,  or  when  its  contents  are  much  altered,  a  temporary 
fistula  of  the  gall-bladder  should  be  made. 

(5)  Extirpation  of  the  gall-bladder  is  only  indicated  by  mark- 
edly inflammatory  or  carcinomatous  conditions. 

(6)  In  occlusion  of  the  common  duct,  operation  is  always 
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indicated  when  the  strength  of  the  patient  permits.  When  it  is 
not  possible  to  remove  the  obstruction,  a  fistula  should  be  estab- 
lished between  the  gall-bladder  and  duodenum. 

(7)  Access  is  best  obtained  in  operations  on  the  gall-bladdrr 
by  means  of  an  L-shaped  incision,  the  longitudinal  branch  of 
which  is  made  in  the  linea  alba  and  the  horizontal  to  the  patient's 
right  from  a  point  immediately  below  the  umbilicus. 

(8)  The  danger  to  life  of  operations  for  gall-stones  appears  to 
be  less  than  in  that  for  removal  stone  in  the  urinary  bladder. — 
(Quoted  in  Univ.  Med.  Mag.,  Sept.,  1892.) 

Spinal  Surgery.. — Dr.  Rieder  has  lately,  in  the  Annals  of 
the  Hamburg  Oity  Hospital,  reviewed  the  cases  of  spinal  surgery 
treated  in  that  institution  for  several  years  past.    He  groups 
them  under  the  heads — (1)  Injuries  to  the  spinal  cord  without 
injury  to  the  bony  envelope.    (2)  Tumours  compressing  the 
cord.    (3)  Injuries  to  the  spine  treated  without  operation.  (4) 
Injuries  to  the  spine  operated  upon.  In  the  cases  of  spinal  cord 
injury  from  fracture,  thirteen  cases  were  not  operated  upon, 
viz.,  five  in  the  cervical  region,  seven  in  the  dorsal,  and  one  in 
the  lumbar.    All  died  excepting  one  of  the  dorsal  cases,  in  which 
there  was  decided  improvement,  and  in  which  Sayre's  jacket 
was  employed.    In  the  operative  series  there  are  only  three 
cases,  with  one  death,  one  unimproved,  and  one  improved.  In 
the  case  that  died,  the  autopsy  showed  that  the  cord  had  been 
completely  destroyed  and  the  canal  blocked  by  a  fibrous  mass  ; 
he  was  not  operated  on  until  a  year  after  the  accident.  The 
second  case  was  operated  on  a  year  and  a  quarter  after  the  in- 
jury ;  his  symptoms  were  increased  for  a  time  after  removal  of 
the  arches,  which  was  done  with  mallet  and  chisel :  there  was 
no  improvement  in  his  condition.    The  third  case  was  operated 
on  sixteen  hours  after  injury  ;  compression  of  the  cord  was  found 
and  relieved  ;  he  made  an  absolute  recovery.    Dr.  Rieder  says 
that  these  cases  illustrate  very  forcibly  the  fact  that  if  any  benefit 
is  to  accrue  from  operative  interference  in  this  class  of  cases,  it 
should  be  undertaken  early,  before  degeneration  due  to  com- 
pression had  advanced  and  destroyed  all  hope  of  improvement. 
As  yet  we  cannot  certainly  tell  when  the  destruction  of  the  cord 
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has  been  complete  and  when  the  arrest  of  function  is  due  to  the 
effects  of  compression.  In  all  cases  where  paraplegia,  total 
anaesthesia  and  paralysis  of  the  bladder  and  rectum  cause  a 
severe  alteration  in  the  cord,  only  an  operation  will  afford  a  chance 
of  attaining  an  improvement  approaching  a  cure  in  favourable 
cases. — {Condensed from  Anuals  of  Surgery  for  Sept.,  1892.) 

lemporary  Resection  of  the  Vertebrce. — Urban  of  Leipsic 
(Za  Semaine  Medicale,  No.  31,  1892),  in  cases  of  paraplegia 
from  compression  of  the  spinal  cord  following  fractures  of  the 
vertebrae,  recommends  temporary  resection.     An  incision  is 
made  on  both  sides  of  the  spinous  processes  running  vertically 
down  to  the  transverse  processes  ;  then  a  certain  number  of 
laminae  are  cut  through  and  left  adherent  to  the  soft  parts  ;  the 
vertical  incisions  are  united  by  a  third,  and  thus  a  large  rec- 
tangular flap  is  formed,  which  gives  free  access  to  the  vertebral 
canal.    The  cause  of  the  compression  being  relieved,  the  flap  is 
replaced  and  sutured.  Urban  has  practised  this  operation  several 
times  with  successful  results.  He  cites  the  case  of  a  young  man 
who,  in  consequence  of  a  fall,  had  suffered  for  six  months  from 
complete  paraplegia.   Six  weeks  after  the  operation  this  patient 
commenced  to  get  up  and  about,  and  the  paralysis  disappeared 
little  by  little.    And  a  young  woman  who  was  completely  para- 
lyzed in  the  lower  extremities  from  a  fracture  of  the  lumbar 
spine,  twenty-four  hours  after  the  operation  a  slight  return  of 
sensibility  was  noticed.  In  two  cases  of  spondylitis  the  operation 
was  successfully  performed,  the  projecting  part  being  resected. 
—(Quoted  in  Annals  of  Surgery,  August,  1892.) 

Excision  of  Rectum  for. Oarcinoma.—^chxmdit  (^Berlin.  Klin. 
Woch.,  June  18, 1892)  discusses  the  present  methods  of  dealing 
with  rectal  carcinoma,  and  points  out  that  all  the  operative  mea- 
sures for  resection  fall  under  two  headings— the  sacral  method 
and  the  perineal  method.  He  then  gives  the  results  obtained  in 
Czerny's  clinic.  As  a  general  rule,  the  death-rate  in  cases 
operated  on  by  the  sacral  method  is  greater,  not  on  account  of 
the  severity  of  the  operation,  but  because  by  this  method  many 
cases  were  treated  which  could  not  have  been  operated  upon  by 
the  perineal  method  owing  to  the  advanced  state  of  the  disease. 
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In  36  patients  operated  on  by  the  sacral  method  the  mortality 
was  7,  or  19  4  per  cent.  Out  of  82  cases  operated  on  by  the 
perineal  method  the  death-rate  was  1,  or  3.1  per  cent.  Hence 
in  68  cases  of  operation  for  cancer  of  the  rectum  the  total  mor- 
tality was  8.  Out  of  59  radical  operations,  25  died  during  the 
last  3\x  years,  and  of  28  still  surviving,  18  were  operated  on  by 
the  sacral  method  and  10  by  the  perineal  method.  Of  12  living 
two  years  after  operation,  4  showed  a  recurrence  of  the  disease. 
The  longest  survival  after  operation  was  five  years  and  nine 
months.— (Quoted  in  Sup.  of  Brit.  Med.  Jour.,  Aug.  8,  1892.) 

The  Treatment  of  Imperforate  Anus. — In  an  interesting 
paper  on  the  above  subject  {Brit.  Med.  Jbw.,  June  4th,  1892) 
Mr.  Harrison  Cripps  says  malformation  of  the  anal  outlet  is  rare, 
occurring  about  once  in  every  3,000  births.    In  this  paper  he 
deals  with  the  two  commoner  forms.    The  first,  in  the  male, 
where  there  is  no  trace  of  an  anus  at  all,  or  where  it  terminates 
in  a  cul-de-sac  a  short  distance  from  the  surface  ;  the  second,  in 
the  female,  where  there  is  no  anus,  a  small  aperture  existing  in 
the  posterior  wall  of  the  vagina  communicating  with  the  bowel. 
In  the  treatment  of  the  first  variety,  the  rectum  may  terminate 
80  close  to  the  surface  that  a  simple  incision  is  all  that  is  required ; 
generally  the  blind  end  of  the  bowel  is  some  distance  from  the 
anus,  often  well  within  the  abdominal  cavity.    In  three  cases 
the  position  of  the  bowel  and  its  relation  to  the  peritoneum  re- 
quire careful  consideration.    The  peritoneum  is  not  merely 
reflected  over  the  anterior  surface  of  the  bowel,  as  usually  figured, 
but  it  is  continued  right  over  the  blind  end  of  the  bowel,  the 
reflection  taking  place  close  to  the  sacrum.    This  explains  why 
peritonitis  follows  blind  puncture  with  a  trocar.    To  operate 
successfully  the  infant  must  be  placed  in  the  lithotomy  position 
and  an  incision  made  in  the  middle  line  over  the  site  of  the  anus 
to  the  tip  of  the  coccyx  ;  the  edges  of  the  cut  being  separated 
a  careful  dissection  upwards  should  be  made,  care  being  taken 
to  keep  close  to  the  sacrum  ;  in  this  way  the  bowel  may  often 
be  reached  without  opening  the  peritoneum.    In  some  cases  the 
operation  cannot  avoid  opening  the  peritoneum,  and  then  the 
bowel,  after  being  pulled  down  through  this  opening,  should  be 
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stitched  to  the  edge  of* the  skin,  and  the  punctured  peritoneum 
should  then  be  stitched  to  its  surface.  The  bowel  cannot  be 
easily  brought  down  until  it  has  been  opened  and  relieved  of  the 
meconium  which  distends  it. 

The  ultimate  success  of  these  cases  depends  largely  on  the 
after  treatment,  for  the  tendency  to  closure  of  the  opening  exists 
for  a  year  or  two,  but  the  time  comes  when  the  contraction  ceases, 
the  opening  remaining  permanent  and  giving  no  further  trouble. 
In  order  to  avoid  this  cor?traction  Mr.  Cripps  advises  the  wearing 
of  a  vulcanite  plug  two  inches  in  length  and  made  slightly  conical. 
The  diameter  in  the  middle  should  be  half  an  inch,  and  there 
must  be  a  broad  flange  at  the  base  to  prevent  its  slipping  in. 
This  plug  should  be  worn  about  a  year,  Mr.  Cripps  has  never 
yet  met  with  a  case  in  which  the  bowel  could  not  be  found  in 
situ  ;  should  he  do  so  he  would  perform  inguinal  colotomy. 

In  the  second  variety  of  cases,  if  the  opening  in  the  posterior 
wall  of  the  vagina  be  sufficiently  large  to  give  relief  to  the  me- 
conium, the  operation  may  be  deferred  until  by  the  growth  of 
the  child  the  parts  are  more  developed.  The  operation  here 
consists  of  passing  a  strong  bent  probe  through  the  fistula  into 
the  rectum.  There  is  generally  a  pouch  of  the  rectum  extend- 
ing below  the  opening,  and  it  can  in  this  manner  be  made  promi- 
nent and  cut  down  upon  by  an  incision  between  the  vagina  and 
coccyx  and  then  opened  and  stitched  to  the  skin.  At  a  subse- 
quent period,  when  the  natural  outlet  is  well  established,  should 
the  fistula  give  trouble,  it  should  be  closed.  Mr.  Cripps  narrates 
five  cases  of  imperforate  anus  in  which  he  has  lately  operated. 
All  the  cases  were  reached  from  below,  and  all  were  doing  well 
when  last  heard  from.    One  child  was  four  years  old. 

Extirpation  of  the  Ileum  for  Tuberculosis. — Sachs  (Archiv 
f  Klin.  Chir.,  1892,  Bd.  43)  reports  the  following  case.  A 
woman,  set.  41,  had  suffered  for  a  long  time  from  constipation, 
and  for  two  years  had  had  loss  of  appetite  and  debility.  On 
examination  a  hydronephrosis  of  the  right  kidney  was  discovered 
and  also  a  swelling  in  the.  right  iliac  fossa  which  was  supposed 
to  be  of  a  malignant  nature.  Laparotomy  was  performed,  when 
the  right  iliac  fossa  was  found  to  be  filled  up  by  a  hard  tumour 
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the  size  of  the  closed  fist.  Surrounding  the  ileum  was  a  band 
of  contracted  fibrous  tissue,  with  tubercular  granulations  in 
places.  The  diseased  parts  were  resected  and  the  two  ends  of 
the  intestine  joined  hy  enterorrhaphy.  The  patient  recovered, 
and  was  quite  well  at  the  end  of  fifteen  days.  On  examining 
the  specimen,  a  large  tuberculous  mass,  which  extended  to  the 
mesenteric  glands,  was  seen  at  the  point  where  the  ileum  joined 
the  caecum.  The  mucous  membrane  of  the  caecum  was  replaced 
by  a  nodulated  membrane,  the  nodules  of  which  extended  into 
the  muscular  coat,  and,  on  microscopic  examination,  were  seen 
to  consist  of  epithelial  and  giant  cells.  The  author  reviews  13 
cases  of  tubercle  of  the  ileo-csecal  region  treated  by  resection. 
He  says  the  diagnosis  is  very  difficult,  cases  being  diagnosed  as 
malignant  disease.  Of  the  13  cases,  11  recovered. — (Quoted 
in  Brit.  Med.  Jour.,  June  25th,  1892.) 

Ligature  of  the  Internal  Iliac  for  Gluteal  Aneurism. — Dr. 
L.  L  Williaois  (N.Y.  Med.  Jour..  Aug.  20,  1892)  reports  the 
case  of  a  man,  aet.  35,  who  suffered  from  gluteal  aneurism,  which 
came  on  without  apparent  cause.  Potassium  iodide  with  rest  in 
bed  failing  to  have  any  effect,  and  as  the  pain  was  severe  and 
the  tumour  rapidly  increasing  in  size,  it  was  decided  to  ligature 
the  internal  iliac  artery.  A  median  abdominal  incision  was  made, 
the  artery  reached  through  the  peritoneal  cavity  and  ligatured 
with  silk,  and  the  abdominal  wound  closed.  There  was  still  some 
pulsation  in  the  tumour  after  ligature,  but  this  gradually  de- 
creased, and  a  month  later  the  aneurism  felt  like  a  "  base-ball." 
A  heart  lesion  developed,  and  patient  died  two  months  after 
operation,  the  pulsation  in  the  tumour  not  having  altogether  dis- 
appeared.   No  autopsy  was  allowed. 

Excision  of  Cirsoid  Aneurism  of  the  Temporal  Region.— kt 
a  meeting  of  the  New  York  Surgical  Society,  held  April  13th, 
Dr.  Willy  Meyer  presented  a  man,  aged  57,  who,  ten  years  ago, 
had  been  hit  by  a  stone  in  the  left  temporal  region,  which  resulted 
in  the  formation  of  a  cirsoid  aneurism,  for  which  operation  was 
performed.  Dr.  Meyer  first  tied  the  right  external  carotid  artery 
and  then  made  an  incision  from  the  top  to  the  bottom  of  the 
tumour.    In  spite  of  the  ligature  of  the  artery,  the  hemorrhage 
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was  so  severe  as  to  require  the  use  of  Esmarch's  bandage  around 
the  head,  which  .at  once  stopped  the  hemorrhage  and  rendered 
the  operation  easy.  After  the  removal  of  the  whole  tumour  and 
ligature  of  all  the  vessels  the  wound  was  closed,  and  healed  in 
ten  days  under  one  dressing.  The  speaker  said  that  in  cases 
of  this  kind  the  .whole  tumour  might  be  removed,  or  a  large 
ellipsoid  piece  might  be  cut  out  of  the  mass  of  enlarged  arteries. 
All  the  divided  vessels  should  be  tied  and  then  the  wound  dressed 
before  the  elastic  band  around  the  head  is  removed. — (iV!  Y. 
Medical  Journal,  Aug.  20,  1802.) 

Aneurism  of  Ascending  Aorta  unsuccessfully  treated  hy  the 
Needling  Method. — Weir  and  Page(iV.  F.  Med.  Jour.,  vol.  liv., 
No.  19)  report  a  case  of  aneurism  which  was  treated  without 
success  by  the  needling  method  of  Macewen  of  Glasgow.  This 
method  Weir  applied  in  three  sittings.  He  used  needles  vary- 
ing in  size  from  one-half  to  one  aud  one-fifth  millimetres  in 
diameter,  their  length  being  six  inches.  He  found  the  larger 
needles  more  eflBcient,  but  only  allowed  them  to  remain  in  situ 
about  forty  minutes,  as  the  walls  of  the  aneurism  were  considered 
too  thin  for  safely  leaving  them  longer.  The  largest  area 
scratched  did  not  exceed,  at  any  of  the  sittings,  the  palm  of  the 
hand.  No  serious  symptoms  were  shown  by  the  patient ;  there 
was  slight  spouting  of  blood  after  the  withdrawal  of  the  larger 
needles,  but  it  was  easily  controlled  by  the  finger.  There  was 
also  some  coughing  with  expectoration  of  blood,  probably  due  to 
wounding  the  lung  posteriorly.  The  patient  died  two  months 
after  the  last  operation,  the  treatment  being  discontinued  at  the 
request  of  the  relatives.  The  post-mortem  showed  but  slight 
deposits  of  leucocytes  and  fibrin,  and  the  results  of  the  treat- 
ment were  so  far  negative.  The  aneurism  was  6^  by  8  inches, 
springing  from  the  ascending  aorta,  and  its  walls  were  extremely 
thin.  ^ 

Such  large  aneurisms,  it  appears  to  me,  would  be  better  treated 
by  Tufnell's  method  of  rest,  starvation,  and  the  use  of  potassium 
iodide. 

Aneurism  of  the  Descending  Aorta  successfully  treated  by 
BacelWs  Method.— EonvgQi  of  Lausanne  reports  the  case  of  a 
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patient  under  his  care  (Annales  de  la  Suisse  Romaine,  No,  6, 
1892)  in  the  hospital  at  Lausanne,  Switzerland,  suffering  from 
pulmonary  tuberculosis  and  also  symptoms  of  aneurism  of  the 
descending  aorta     It  had  gradually  worn  away  the  body  of  a 
vertebra  and  one  or  two  ribs,  and  seemed  to  enlarge  in  the  space 
between  the  scapula  and  the  spinal  column.     In  order  to  bring 
about  a  coagulation  of  the  blood  in  the  sac  Bacelli's  method  was 
tried.    A  watch  spring  2  mm.  broad  and  5  cms.  long,  with  a 
spiral  5  cms.  in  diameter,  was  chosen.    The  extremity  was 
sharpened,  and  it  was  placed  in  a  boiling  solution  oi  hydrochloric 
acid  in  order  to  render  it  aseptic,  and  more  to  cover  it  with  a 
film  of  ferric  chloride.    A  small  slit  was  made  in  the  upper  por- 
tion of  the  sac,  and  while  an  assistant  held  the  spiral  unwound, 
the  end  was  introduced  through  the  wall  of  the  sac  and  the 
entire  spring  was  introduced  with  the  greatest  ease,  recoiling 
itself  immediately  ;  the  slit  was  then  closed.    The  patient  did 
not  complain  of  any  painful  sensations  either  during  or  after 
the  operation.    The  temperature  remained  normal  during  the 
entire  period  of  treatment.    The  tumour  decreased  in  volume, 
the  intercostal  pains  diminished  in  intensity,  together  with  those 
along  the  spinal  column.    A  month  after,  an  exploratory  punc- 
ture into  the  sac  did  not  reveal  blood  in  the  sac,  and  the  needle 
transmitted  the  impression  of  an  elastic  mass  of  some  resistance. 
The  pulsations  were  much  decreased  in  extent  and  intensity,  and 
the  patient  gained  considerably  in  weight.    At  time  of  writing 
patient  was  still  improving.— (Quoted  in  Annals  of  Surgery, 
August,,  1892.) 

Treatment  of  Aneurism  of  the.  Arch  of  the  Aorta  by  tempo- 
rary Ligature  of  the  Thoracic  ^or<a.— M.  Villar  {Jour,  de  Med. 
de  Bordeaux,  No.  27,  1892)  has  lately  tied  the  thoracic  aorta 
for  aneurism  of  the  arch,  with,  of  course,  a  rapidly  fatal  result. 
The  patient  operated  on  by  this  bold  and,  I  might  say,  rash 
young  surgeon  suffered  from  the  usual  form  of  aneurism  of  the 
arch,  and  had  got  to  such  a  condition  that  his  days  were  num- 
bered ;  all  kinds  of  treatment  had  been  tried  without  result,  so 
M.  Villar  decided  to  give  the  already  doomed  patient  another 
chance  by  operation.    In  the  left  dorsal  region,  between  the 
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scapula  and  the  transverse  processes  of  the  vertebra,  a  vertical 
incision  about  seven  inches  long  was  made  from  the  3rd  to  the 
6th  ribs ;  at  the  lower  end  of  this  incision  another  was  made  at 
right  angles  ;  two  ribs  were  cleaned  of  their  soft  parts  and  five 
centimetres  removed  from  each.  The  pleura  was  opened  chiefly 
because  it  was  adherent  and  the  lung  prolapsed  ;  so  the  lung 
was  replaced  and  the  pleura  pushed  aside  in  order  to  reach  the 
thoracic  aorta.  This  vessel  was  easily  found,  but  it  was  also 
found  that  there  was  a  large  aneurismal  sac  in  the  posterior 
mediastinum,  and  the  operator  did  not  think  it  prudent  to  go  any 
further,  so  he  satisfied  himself  with  compressing  the  aorta  against 
the  vertebral  column.  His  intention  was  to  pass  a  ligature  around 
the  aorta  and  from  time  to  time  to  tighten  it  so  as  to  arrest  the 
flow  of  blood  through  the  aneurismal  sac.  The  wound  was  dressed 
with  iodoform  gauze  and  antiseptic  dressings.  The  patient  died 
next  evening.  The  results  in  ligature  of  the  abdominal  aorta 
have  been  equally  fatal — eleven  operations  with  eleven  deaths. 
It  seems  to  me  that  M.  Villar's  operation  is  not  likely  to  be  imi- 
tated, for  the  same  results  could  have  been  obtained  by  com- 
pressing the  abdominal  aorta. 

Dr.  D.  D.  Stewart  reports  a  case  of  Aneurism  of  the  Abdomi- 
nal Aorta  treated  by  Electrolysis  through  an  introduced  wire. 
(Amer.  Jour.  Med.  Sc.,  October,  1892.)  The  writer  states 
that  but  seven  cases  had  been  previously  treated  in  this  way,  a 
good  result  occurring  in  two  cases.  In  Dr.  Stewart's  case, 
Tufnell's  treatment  with  rest  and  potassium  iodide  were  tried 
with  good  success,  but  patient  going  back  to  work  the  improve- 
ment ceased  to  be  maintained.  Pain  was  excruciating,  and 
there  was  much  bulging  on  the  back  from  ninth  dorsal  to  lumbar 
region.  This  swelling  pulsated  and  the  aneurism  threatened  at 
any  moment  to  burst  through  its  thin  walls,  so  operation  was 
undertaken  more  to  promote  prompt  formation  of  firm  protecting 
coagula  than  with  the  idea  that  a  cure  could  be  effected.  Two 
and  one  half  inches  of  silver  wire  of  good  size  were  introduced 
through  a  cannulated  steel  needle,  and  two  platinum  needles 
introduced  into  the  sac.  The  current  was  applied  until  seventy 
milliamperes  were  reached,  and  was  maintained  at  this  strength 
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for  one  hour.  By  the  third  day  the  pulsation  in  the  swelling 
was  much  less  and  the  tumour  had  become  smaller  and  harder. 
There  was,  however,  considerable  pain,  and  on  the  ninth  day  he 
suddenly  died  from  the  bursting  of  the  aneurism.  At  the 
autopsy  the  wire  was  found  coiled  up  in  the  sac,  and  was  engaged 
in  several  firm  clots  which  were  of  a  solid  texture.  The  bodies 
of  the  dorsal  vertebrae  were  much  eroded  and  the  ribs  in  parts 
had  entirely  disappeared.  The  rupture  of  the  sac  was  at  its 
upper  end  and  extended  into  the  base  of  the  left  lung.  The 
case  was  a  desperate  one  from  the  first. 

Ligature  of  the  first  portion  of  the  Subclavian  Artery  and 
Excision  of  a  Subclavian- Axillary  Aneurism. — Halsted  {Johns 
Hopkins  Bulletin,  vol.  iii.,  No.  24)  reports  the  case  of  a  coloured 
man,  52  years  old,  who  for  eight  months  had  noticed  a  pulsating 
swelling  below  the  left  clavicle  progressively  increasing  in  size. 
The  tumour  was  smooth,  almost  spherical,  and  measured  sixteen 
inches  in  circumference  at  its  base.   Slight  pulsation  was  visible 
and  palpable.    The  mass  appeared  to  be  solid,  but  elastic.  No 
pulse  could  be  felt  in  left  wrist  or  at  any  point  below  the  aneu- 
rism.   An  incision  was  made  from  the  sternal  notch  to  the 
acromiO'Clavicular  articulation,  thence  down  the  arm  to  the  lower 
border  of  the  great  pectoral  muscle,  over  the  greatest  convexity 
of  the  tumour.    From  the  inner  extremity  of  this  incision  a 
vertical  incision  upward  was  made,  some  two  inches  long  ;  a 
third  incision  about  four  inches  long  was  made  vertically  down- 
ward from  the  middle  of  the  horizontal  incision  ;  and  finally,  a 
vertical  incision  one  and  a  half  inches  long  was  made  upward 
at  the  acromio-clavicular  articulation.     The  flaps  of  skin  were 
laid  back.    The  wall  of  the  aneurism  was  found  soft,  thin,  and 
inflamed.    Two  silk  ligatures  were  applied  to  the  artery  as  it 
emerged  from  the  chest,  and  the  vessel  was  divided  between 
them  ;  the  aneurism  was  then  removed  in  one  piece.  The 
axillary  artery  was  ligated  at  the  beginning  of  its  second  part. 
The  operation  took  three  and  a  half  hours.    The  wound  healed 
perfectly.    Sixty  days  after  the  operation  the  patient  had  ex- 
cellent use  of  his  arm. 
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Chloride  of  Zinc  Injections  in  Ununited  Fracture. — At  the 
recent  congress  of  surgery  in  Paris,  Menard  reported  the  follow- 
ing case  {Rev.  de  Ohir.,  May,  1892).  A  man,  aged  43,  sus- 
tained an  oblique  compound  fracture  of  both  bones  of  the  leg. 
Within  half  an  hour  of  the  fracture  the  leci  was  put  up  in  plaster 
an  an  antiseptic  dressing  applied.  Hemorrhage  persisted  for 
forty-eight  hours,  after  which  a  fresh  plaster  bandage  was  put 
on  and  left  for  forty-seven  days.  On  removing  it,  no  attempt 
at  union  was  found  to  have  taken  place.  A  plaster  bandage 
was  again  tried  for  a  month,  without  result.  The  limb  was  again 
immobilized,  but  five  months  after  the  accident  there  was  no 
appearance  of  union.  Remembering  Lannelongue's  experiments 
on  the  formation  of  bone  in  rabbits  as  the  results  of  injections  of 
chloride  of  zinc  into  the  periosteum,  Menard  then  injected  1.25 
grammes  of  a  1-10  solution  of  zinc  chloride  into  the  outer  and 
posterior  surfaces  of  the  tibia  and  into  the  space  between  the 
fragments.  The  injections  caused  a  good  deal  of  pain,  but  after 
immobilization  of  the  limb  for  a  fortnight  the  swelling  of  the 
soft  parts  had  completely  disappeared,  and  the  seat  of  fracture 
was  surrounded  by  a  firm  callus.  A  month  after  the  injection 
consolidation  was  complete  and  the  patient  was  able  to  walk. 

Resection  of  the  Urethra. — Horteloup  {Sem.  Med.,  May  18, 
1892)  has  performed  resection  of  the  urethra  in  eleven  cases. 
He  thinks  the  method  inapplicable  in  inflammatory  stricture, 
but  useful  in  traumatic  cases.  Four  years  ago  he  presented  to 
the  Academy  of  Medicine  a  patient  in  whom  he  had  removed 
4  cm.  of  the  urethral  canal,  and  the  man  was  well  ever  since. 
Two  months  ago  be  had  operated  on  a  boy  of  15.  A  No.  16 
catheter  could  now  be  easily  passed.  Horteloup  does  not  advise 
suture  of  the  resected  urethra.  Where  there  is  an  extensive 
stricture  with  fistulae,  suture  is  impracticable  ;  in  a  recent  case 
he  removed  7  cm.  of  the  urethra,  and  the  case  did  well  without 
suturing.  Neither  does  he  recommend  tying  in  a  catheter  for 
a  prolonged  period  of  time.  These  operations,  he  says,  always 
necessitate  very  large  external  incisions  ;  these  he  does  not  com- 
pletely close,  but  always  leaves  a  small  opening.  He  ties  in  a 
catheter  for  two  days,  after  which  the  patient  passes  water 
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through  the  perineal  button  hole,  a  bougie  being  passed  every 
two  or  three  days.  Cure  is  slow,  but  sure  and  complete. — 
(Quoted  in  Brit.  Med.  Jour.  Epitome,  June  4,  1892.) 

Treatment  of  Spinal  and  other  Tubercular  Abscesses. — Mr. 
Frederick  Treves  treats  them  as  follows.    (Lancet,  May  21st, 
1892  )    An  incision  is  made  into  the  abscess  at  the  most  con- 
venient spot,  and,  whenever  possible,  at  the  most  dependent 
point.    It  should  be  so  placed  as  to  command  all  parts  of  the 
abscess,  and  to  allow  access  of  sound  skin.    The  pus  is  allowed 
to  escape,  and  the  abscess  cavity  is  then  washed  out  with  a  hot 
solution  of  sublimate'(l-5000).  Many  gallons  of  the  solution  are 
required.  When  the  fluid  returns  clear  the  fingers  are  introduced 
into  the  cavity,  and  the  caseous  semi-solid  matter  which  exists 
in  such  quantity  in  these  abscesses,  and  which  is  not  wholly 
removed  by  flushing,  can  be  dislodged.    By  means  of  the  fingers 
the  septa  in  the  cavity  may  be  broken  down,  diverticula  may 
be  opened  up,  and  by  the  aid  of  the  finger-nails  a  considerable 
quantity  of  smooth,  slimy,  lining  membrane  maybe  removed. 
Repeatedly  the  cavity  is  flushed  out  with  the  warm  solution. 
The  lining  wall  of  the  cavity  is  now  carefully  and  thoroughly 
scraped  with  a  Volkmann's  spoon  until  the  whole  surface  has 
been  laid  bare.    Every  once  in  a  while  all  the  debris  is  flushed 
away.    After  the  scraping  and  flushing  have  removed  all  signs 
of  the  lining  membrane,  comes  the  most  important  part  of  the 
operation — the  rubbing  of  the  abscess  wall  with  sponges  and  the 
thorough  drying  out  of  the  cavity.    By  means  of  sponges  on 
holders  the  whole  of  the  abscess  wall  is  thoroughly  rubbed,  and 
it  is  surprising  what  a  quantity  of  inflammatory  material  in  the 
form  of  slimy  lining  membrane,  and  even  cheesy  pus,  comes 
away  upon  these  sponges.    The  sponging  process  is  tedious,  but 
it  leaves  the  cavity  practically  dry.    The  abscess  cavity  is  now 
a  raw  space,  almost  comparable  to  that  which  would  be  left  after 
the  removal  of  a  large  adherent  tumour.    The  oozing  of  blood, 
which  is  at  first  considerable,  soon  ceases,  and  the  last  sponge 
should  be  withdrawn  practically  unsoiled.    The  incision  is  then 
completely  closed  with  silkworm-gut  sutures.    No  antiseptic  is 
introduced  into  the  abscess  cavity,  and  no  drainage  is  employed. 
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As  far  as  possible  the  abscess  cavity  is  obliterated  by  pads.  An 
abscess  which  has  become  thoroughly  septic  may  be  treated  in 
the  same  manner.  In  spinal  abscesses  certain  difficulties  arise, 
the  chief  of  which  depends  upon  obstacles  in  the  way  of  the 
complete  evacuation  of  the  abscess  and  the  complete  removal 
of  its  lining  membrane.  The  depth  of  the  cavity,  its  great 
length,  and  its  position  within  the  abdomen,  place  difficulties  in 
the  way.  In  cases  of  recurrence  of  the  abscess  after  this  method 
has  been  employed,  the  cavity  should  be  injected  with  a  solution 
of  iodoform,  if  it  is  so  placed  that  aspiration  may  be  safely  per- 
formed. 

A  Critical  Study  of  Renal  Surgery. — Wagner  (Deutsch. 
Zeitschrift  f.  Chir.,  Bd.  34)  devotes  32  pages  to  a  casuistical 
study  of  the  surgery  of  the  kidney.  Nephrotomy  is  advised 
instead  of  nephrectomy  in  cases  of  renal  calculus.  Wandering 
kidney  is  to  be  treated  by  suturing  the  organ  in  place.  Ne- 
phrectomy is  suitable  for  malignant  growths,  whether  sarcoma- 
tous or  carcinomatous.  Benign  tumours  of  the  kidney  are  very 
rare,  and  generally  only  recognizable  as  such  after  removal.  In 
cases  of  large  solitary  cysts,  as  well  as  in  echinococcus  cysts, 
nephrotomy  is  to  be  the  primary  operation,  and  nephrectomy  is 
ta  be  reserved  for  a  secondary  procedure  if  found  necessary. 
An  exception  to  this  course  is  to  be  made  in  the  case  of  a 
tuberculous  kidney,  in  which  the  opposite  kidney  is  healthy. 
Wounds  of  the  kidney  are  to  be  treated  by  rest  in  bed  and  the 
application  of  ice,  opiates  being  given  if  the  pain  is  severe. 
The  catheter  is  not  to  be  used  if  it  can  be  dispensed  with.  In 
gunshot  or  shot  wounds,  the  patient  is  apt  to  be  in  such  a  state 
of  collapse  as  to  prohibit  operation.  Eight  cases  of  nephrectomy 
are  recorded  for  this  cause,  with  three  recoveries.  Statistics 
show  that  double  hydronephrosis  is  much  more  common  than  is 
the  single  form,  being  in  the  proportion  of  two  of  the  former  to 
one  of  the  latter.— (Quoted  in  Univ.  Med.  Mag.,  Aug  ,  1892). 
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New  Operations  for  the  Radical  Cure  of  Hernia. — Every 
month  brings  forth  a  new  batch  of  operations  for  the  radical 
cure  of  hernia,  each  new  operation,  if  we  may  take  the  word  of 
its  inventor,  the  most  perfect  and  satisfactory  yet  produced,  and 
giving  none  of  those  frequent  relapses  which  so  often  follow  other 
operations.  The  ingenuity  displayed  by  some  surgeons  in  en- 
deavouring to  modify  or  improve  on  old  operations  is  amusing  ; 
each  one  wishes  to  have  an  operation  named  after  himself,  and 
have  a  little  ephemeral  notoriety.  It  has  always  been  the  way, 
and  will,  1  have  no  doubt,  continue  so  to  the  end.  Time  will 
sift  the  grain  from  the  chaff,  and  those  who  have  really  added 
a  valuable  operation  to  surgery  will  not  be  forgotten,  whilst  the 
others  in  a  few  years'  time  will  be  as  if  they  never  were. 

Salzer  of  Utrecht  {Centralblatt  f  Chir.,  Aug.  20,  1892) 
describes  a  new  method  of  radical  cure  of  large  femoral  herniae. 
In  small  herniae,  excision  of  the  sac  with  ligature  of  its  neck  has 
proved  fairly  successful,  but  when  the  hernia  is  larger  than  a 
hen's  egg  this  simple  procedure  is  more  likely  to  be  followed  by 
speedy  recurrence  than  by  an  abiding  cure.  In  cases  of  large 
femoral  herniae,  Salzer  objects  to  any  attempt  to  bring  together 
the  margins  of  the  ring  by  suture,  as  the  resistance  of  the 
fibrous  structures  of  the  ring  would  very  probably  cause  local 
gangrene  and  sloughing.  The  plan  of  closing  the  canal  by 
cicatricial  tissue,  either  by  removing  its  fatty  and  glandular  con- 
tents or  by  inserting  foreign  material,  is  also  open  to  objection, 
as  the  new  tissue  thus  produced  is  apt  to  become  absorbed. 
Salzer's  method  consists  in  first  removing  the  sac  and  then 
closing  the  external  orifice  by  a  flap  formed  by  the  fascia  cover- 
ing the  pectineus  muscle.  This  flap,  the  free  convex  margin 
of  which  is  divided  downwards  whilst  its  upper  portion  remains 
attached  to  the  muscle,  is  turned  upwards  and  fixed  by  sutures 
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to  the  middle  third  of  Poupart's  ligament.  In  this  way  the 
septum  crurale  is  replaced  by  a  tough  and  resistant  layer  of 
fibrous  tissue.  The  thickness  of  the  pectineal  fascia  varies  in 
different  subjects,  but  the  membrane  is  most  likely  to  be  found 
sufficiently  resistant  in  old  persons  and  those  who  have  for  a 
long  time  worn  a  truss. — (Quoted  from  Supplement  to  British 
Medical  Journal,  Oct.  1st,  1892.) 

Mr.  Watson  Cheyne  (Lancet,  Nov.  5th,  1892)  describes  a 
somewhat  similar  method  for  the  radical  cure  of  femoral  hernia, 
only  he  rejects  the  pectineal  fascia  as  being  too  weak  and  thin 
for  the  purpose  of  forming  a  flap,  and,  instead,  turns  up  a  flap 
of  the  pectineus  muscle  itself.    His  plan  of  operating  is  as  fol- 
lows :  After  the  hernia  has  been  reduced,  the  neck  of  the  sac 
is  ligatured  and  stitched  to  the  abdominal  wall ;  a  flap  is  then 
mapped  out  in  the  pectineus  muscle  of  sufficient  size  to  fill  up 
the  crural  canal  without  any  tension  and  including  the  whole 
thickness  of  the  muscle.     The  incision  in  the  muscle  begins  at 
the  inner  wall  of  the  crural  canal,  runs  for  a  short  distance 
parallel  to  Poupart's  ligament,  and  then  curves  downwards,  out- 
wards and  upwards.  At  the  two  lowest  angles  of  the  flap,  stitches 
are  passed  and  tied  so  as  to  get  a  good  hold  of  the  muscle.  The 
flap  is  then  peeled  ofi"  from  the  bone  and  the  stitches  are  passed 
through  the  abdominal  wall  above  Poupart's  ligament.  The 
result  is  that  the  femoral  canal  is  completely  filled  up  with  a 
thick  mass  of  muscle  which  soon  unites  to  the  sides  of  the  canal, 
and  although  its  muscular  elements  may  atrophy,  a  dense  mass 
of  fibrous  tissue  will  be  left  behind.    Mr.  Cheyne  makes  use  of 
Chinese  silk  stitches.    He  has  operated  in  two  cases,  with,  so 
far,  perfect  results.    The  region  of  the  crural  canal  remains  a 
hard  mass,  without  the  slightest  impulse  on  coughing,  and  the 
patient  does  not  wear  a  truss. 

Professor  Theo.  Kocher,  of  Berne  (Correspondenzhlatt  fur 
Schweizer,  Aertze,  1892,  and  Annals  of  Surgery,  Dec,  1892) 
publishes  an  elaborate  article  reviewing  the  various  operations 
already  established  for  the  cure  of  inguinal  hernia  (e.g., 
Macewen's,  Barker's,  Ball's,  Bassini's),  and  describes  an 
operation  of  his  own.    An  incision  is  made  in  the  direction 
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of  Poupart's  ligament  and  a  little  above  it,  through  the  skin 
and  superficial  fascia.  The  superficial  epigastric  artery  is 
tied ;  next  the  intercolumnar  fascia  covering  the  external 
abdominal  ring  is  divided  with  the  cremasteric  and  the  infundi- 
buliform  fascia.  The  spermatic  cord  is  now  separated  and  lifted 
up,  and  one  can  recognize  the  thin  edge  of  the  hernial  sac  ;  this 
latter  is  carefully  separated  from  the  cord  and  surrounding 
structures,  then  forcibly  pulled  out  and  its  pedicle  exposed.  The 
index  finger  of  the  left  hand  should  then  be  introduced  into  the 
spermatic  canal  through  the  external  abdominal  ring,  and  opposite 
the  internal  ring  a  small  opening  should  be  made  through  the 
aponeurosis  of  the  external  abdominal  oblique  and  the  under- 
lying fibres  of  the  internal  oblique  and  transversalis.  Through 
this  opening  a  pair  of  artery  forceps  should  be  pushed  and 
made  to  traverse  the  spermatic  canal,  coming  out  at  the  ex- 
ternal ring ;  here  they  should  be  made  to  seize  the  bottom 
of  the  dependent  sac  and  the  sac  should  be  pulled  through 
the  canal  and  pulled  out  through  the  opening  made  opposite  the 
internal  ring  and  drawn  out  as  much  as  possible.  Now  this  sac 
should  be  twisted  after  Ball's  method  of  torsion.  After  it  has 
been  twisted  up  tightly  it  should  not  be  removed,  but  strongly 
drawn  down  and  laid  along  the  outer  surface  of  the  external 
abdominal  oblique,  in  the  direction  of  the  spermatic  canal,  and 
there  firmly  fixed  by  sutures  ;  a  groove  for  the  lodgment  of  the 
twisted  sac  is  made  by  the  tension  and  through  the  upper  wall  of 
the  groove  sutures  are  passed  which  include  the  internal  oblique 
and  transversalis  as  well  as  the  aponeurosis  of  the  external 
oblique,  and  after  going  through  the  twisted  sao  itself  is  made 
to  go  beneath  Poupart's  ligament.  Five  to  seven  of  these  sutures 
are  passed,  the  lower  ones  approximating  the  pillars  of  the  ex- 
ternal ring,  and  tied.  Any  of  the  sac  that  projects  beyond  the 
external  ring  is  cut  off.  In  this  way  the  canal  is  closed  and  the 
sac  acts  as  a  solid  pad  through  the  whole  length  of  the  canal, 
the  peritoneum  being  put  on  the  stretch  laterally,  and  pressed 
firmly  against  the  abdominal  wall  at  the  site  of  the  internal 
inguinal  ring.  The  operation  is  more  certain  when  the  upper 
suture  can  be  deeply  applied  laterally  from  the  point  where  the 
spermatic  cord  enters  the  abdominal  wall. 
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Prof.  Kocher  employs  the  same  method  in  cases  of  femoral 
hernia.    The  sac  having  been  completely  isolated  and  twisted 
as  strongly  as  possible,  is  drawn  through  a  small  openiug  above 
Poupart's  ligament  and  treated  as  in  inguinal  hernia.  The 
sutures  are  passed  through  the  pectineal  fascia  and  Poupart's 
ligament,  and  in  this  way  the  femoral'ring  is  closed.   In  Professor 
Kocher's  klinic  119  cases  of  hernia  have  been  operated  on  from 
I880  to  1891  ;  of  these,  94  were  traced  and  gave  the  result  of 
a  recurrence  in  20  per  cent.    In  some  of  the  cases  of  recur- 
rence he  himself  did  not  operate  ;  in  others  only  the  external 
ring  was  sutured.    The  average  was  23  days  in  hospital  in  the 
eight  cases  where  suppuration  took  place,  the  rest  were  allowed  up 
in  7|  days.    Prof.  Kocher  thinks  that  if  some  of  the  patients 
could  have  remained,  as  Macewen  recommends,  six  weeks  in  bed 
the  results  would  have  been  better,  but  on  account  of  limited 
hospital  space  such  an  extension  of  time  was  impossible.  The 
author  states  that  he  carried  too  far  the  non-wearing  of  trusses 
after  operation,  and  thinks  that  in  those  who  are  the  subject  of 
multiple  hernise  trusses  should  be  worn.    He  says  the  first  of  the 
conditions  necessary  for  the  obtaining  of  a  positive  radical  cure  is 
perfect  asepsis.    The  second  condition  is  high  ligation  of  the 
neck  of  the  sac,  and  the  third  condition  necessary  to  a  good 
result  is  the  closing  of  the  hernial  canal.    If  all  these  conditions 
are  fulfilled  a  radical  cure  results.    Certainly  the  results  ob- 
tained by  this  operation  appear  brilliant,  but  the  time  that  has 
elapsed  since  the  performance  of  the  operations  has  not  been 
given.    In  certain  cases  where  the  sac  is  very  thin,  the  difficulty 
of  treating  it  as  described  above  seems  to  me  not  without  diffi- 
culty, and,  again,  the  method  of  treating  the  congenital  cases 

is  not  dealt  with. 

Prof.  Kocher  is  a  brilliant  and  original  surgeon,  and  anything 
coming  from  his  pen  should  be  treated  with  respect.  I  have 
no  doubt  his  method  will  have  a  fair  and  full  trial  on  this  side 
of  the  Atlantic,  where  no  method  has  as  yet  completely  satisfied 
surgeons  as  being  the  ideal  one. 

Treatment  of  Gangrenous  Hernia.— Yfhen  strangulated 
hernia  is  gangrenous.  Dr.  T.  Rousing  of  Copenhagen  (Central- 
hlatt  f.  Okirurgie,  July  16th,  1892)  pulls  forward  the  suspicious 


213 


loop  of  bowel  and  sutures  it  to  the  abdominal  wall.  The  sutures 
should  be  of  catgut  and  silk,  and  should  only  include  the  serous 
layer  of  the  bowel.  The  parts  should  then  be  dressed  with 
sterilized  gauze,  and  you  should  wait  for  developments.  Should 
the  loop  return  to  its  normal  condition,  replace  it ;  when,  how- 
ever, it  is  gangrenous,  either  resect  the  bowel  or  establish  an 
artificial  anus. 

Poulsen  of  Copenhagen  (Oentralblatt  f.  Chirurgie,  No.  30, 
1892)  long  ago  advocated  the  establishment  of  an  artificial  anus 
instead  of  resection  in  gangrenous  herniae,  and  he  still  adheres 
to  the  treatment.  After  opening  and  irrigating  the  hernial  sac, 
the  incision  in  the  abdominal  wall  is  enlarged,  the  bowel  drawn 
out,  and  sutured  to  the  abdominal  wall.  Should  perforation 
occur,  close  the  exposed  part  with  artery  forceps  and  wrap  in 
iodoform  gauze.  After  one  or  two  days  the  loop  is  destroyed 
by  the  thermo-cautery,  the  enterotome  used,  and  enteroplasty 
performed.  Three  out  of  five  cases  treated  by  this  method 
recovered. 

Jules  Marin  of  Paris,  in  a  paper  on  the  subject,  describes  a 
procedure  proposed  by  Chaput  and  Deschamp,  the  essential 
point  of  which  is  the  immediate  removal  of  the  spur  resulting 
from  an  artificial  anus  by  primary  longitudinal  splitting  and 
subsequent  suturing.  After  circular  resection  of  the  gangrenous 
portion,  with  or  without  cuneiform  excision  of  mesentery,  both 
free  ends  of  the  divided  bowel  are  placed  side  by  side.  In  each 
a  longitudinal  incision  of  from  6  to  8  cm.  is  made  1  to  2  cm. 
distant  from  the  insertion  of  the  mesentery.  The  four  edges  of 
the  two  longitudinal  splits  in  the  intestine  are  sutured,  so  that 
both  lumina  of  the  bowel  freely  communicate.  After  this  sutur- 
ing the  two  ends  of  the  bowel  form  a  condition  of  a  pair  of 
trousers,  whose  common  upper  broad  opening  still  requires 
closing.  This  closure  may  be  complete,  or  a  small  opening  may 
be  left  as  a  safety  valve,  and  its  edges  sutured  to  the  hernial 
sac.    (Quoted  in  Annals  of  Surgery,  January,  1873. 

Dr.  Ransohofi*,  of  Cincinnati,  in  an  article  on  the  Treatment 
of  Q-angrenous  Hernia  (Annals  of  Surgery,  October,  1892) 
reviews  the  literature  of  the  subject.    He  reports  four  cases 
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with  two  recoveries.    In  one  of  the  fatal  cases  there  was  gan- 
grenous omentum,  but  no  intestine,  in  the  sac.    The  omentum 
was  tied  off  but  patient  died  of  peritonitis  twenty-four  hours 
after.    The  second  case  was  a  very  large  femoral  hernia  in  a 
woman  aged  69.   It  was  not  operated  on,  taxis  being  apparent- 
ly successful.    Patient  died  next  day.    At  the  autopsy  there 
was  a  localized  gangrene  with  perforation.    The  third  case  was 
a  female  aged  30,  with  a  femoral  hernia  strangulated  four  days. 
At  the  operation  a  suspicious  patch  was  seen  in  a  portion  of  the 
ileum  and  the  gut  was  returned  with  trepidation  and  held  in  place 
with  cat-gut  sutures,  the  wound  being  packed  with  iodoform 
gauze.    Perforation  occurred  on  the  fifth  day  and  a  fecal  fistula 
was  the  result.    This,  however,  closed  spontaneously  in  about  a 
month.    The  fourth  case,  a  female  with  large  inguinal  hernia. 
On  operation  the  gut  was  found  gangrenous  and  fourteen  inches 
were  removed.   The  two  ends  of  bowel  were  then  sutured  to- 
gether with  a  continuous  Lembert.    The  operation  took  fifty 
minutes  and  the  patient  recovered  without  a  bad  symptom,  and 
when  last  heard  from,  nine  months  after  the  operation,  was  quite 
well. 

Operative  Treatment  of  Diaphragmatic  Sernia— Swartz 
and  Rochard  (Revue  de  Chirurgie,  September,  1892),  in  a 
paper  based  on  a  fatal  case  of  strangulated  diaphragmatic 
hernia,  discuss  the  surgical  treatment  of  this  affection.  The 
diagnosis  of  this  lesion  is  extremely  difficult  and  even  lapar- 
otomy does  not  always  discover  it.  In  most  cases  it  is  very 
difficult  and  in  some  cases  impossible  to  reach  the  seat  of  the 
hernia  so  as  to  be  able,  by  relieving  the  strangulation,  to  drag 
the  strangulated  intestine  downwards  into  the  abdominal  cavity. 
Radical  cure  also,  even  if  the  strangulation  be  relieved,  is 
rarely  possible,  and  thus  the  return  of  the  hernia  is  likely. 
The  authors  recommend  dealing  with  the  hernia  by  a  trans- 
pleural method  of  operation  as  follows :  After  the  pleural 
cavity  has  been  opened  by  a  free  incision  and  the  removal  of  a 
portion  of  the  ninth  and  also  the  tenth  rib,  the  hernia  is  exposed 
and  can  be  manipulated  as  readily  as  any  form  of  external 
strangulated  hernia.    The  constricting  ring  may  be  incised,  the 
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sac  opened  and,  together  with  its  contents,  carefully  cleaned 
and  every  precaution  observed  to  prevent  peritoneal  infection. 
Inflamed  omentum  and  gangrenous  bowel  may  be  resected. 
To  get  a  radical  cure  the  sac  should  be  excised,  the  edges 
of  the  opening  in  the  diaphragm  freshened  and  brought 
together  by  sutures,  including  muscular  structures  and  pleura. 
It  is  advised  that  the  exploratory  laparotomy  wound  should  be 
left  open  until  the  completion  of  the  transpleural  operation.  In 
this  way  the  pneumo-thorax  soon  disappears.  Postemski  and 
other  Italian  surgeons  have  performed  the  transpleural  operation 
with  success  in  cases  of  omental  diaphragmatic  hernia  of  trau- 
matic origin  (quoted  in  Epitome  of  Brit.  Med.  Jour.,  Novem- 
ber 5,  1892). 

Mr.  Henry  O'Hara,  of  Melbourne,  Australia,  describes  a 
New  Method  for  the  Radical  Cure  of  Hernia,  which  he  has 
carried  out  in  no  less  than  sixty  cases  {Brit.  Med.  Jour.  De- 
cember 10,  1892).  The  operation  is  as  follows  :  Having  freed 
the  vas-deferens,  a  long,  strong  carbolized  gut  or  sterilized  silk 
suture  is  tied  around  the  neck  of  the  sac  ;  a  second  suture  of 
finer  material  is  placed  about  a  quarter  of  an  inch  lower  down 
and  the  neck  of  the  sac  divided  between  the  two.  He  then  in- 
troduces the  index  finger  of  his  left  hand  as  far  as  possible  up 
the  inguinal  canal,  anterior  to  the  peritoneum,  and  having  satis- 
fied himself  that  no  important  structures  lie  between  the  tip  of 
his  finger  and  the  abdominal  parietes,  he  makes  an  incision — 
through  the  skin  only — from  without  at  a  point  corresponding 
with  the  tip  of  the  finger  on  the  inside.  This  is  the  point  he 
selects  for  fixing  the  stump,  which  is  in  most  cases  from  2  to  2  J 
inches  above  the  internal  abdominal  ring.  A  guarded  needle 
threaded  with  one  of  the  long  sutures  attached  to  the  neck  of 
sac  is  now  passed  up  the  canal  on  the  finger  to  the  point  select- 
ed for  fixing  the  stump  and  driven  through  the  parietes.  The 
needle  having  been  unthreaded  is  withdrawn  to  be  threaded 
again  with  the  other  end  of  the  ligature,  and  is  re-introduced  up 
the  canal  and  brought  out  at  a  little  distance  from  the  first. 
The  two  ligatures  are  then  firmly  tied,  the  ends  cut  oflT  and  the 
sac  thus  secured.  A  decalcified  bone  drain  is  now  introduced  into 
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the  canal  and  the  margins  are  laced  together  over  it  with  silk- 
worm gut  ligatures.  The  superficial  wound  is  brought  together 
with  horse-hair,  and  over  all  an  antiseptic  pad  with  a  spica 
bandage.  The  plastic  inflammation  caused  by  this  procedure 
brings  about  a  sufficient  narrowing  of  the  canal  to  prevent  recur- 
rence of  the  hernia. 

Surgery  of  the  Rectum. 
Extirpation  of  i2ec<Mm.— Shelkly,  of  Utrecht  {Berlin  Klin, 
Woch,  August  8,  1892)  describes  a  new  method  of  extirpation 
of  the  rectum.    The  patient  is  placed  in  the  lithotomy  position, 
the  buttocks  brought  to  the  edge  of  the  operating  table  and 
raised  so  that  the  intestines  may  fall  back  into  the  abdominal 
cavity.    An  incision  is  then  made  commencing  at  the  inner 
margin  of  the  right  ischial  tuberosity  and  carried  over  the 
coccyx  to  the  left  ischial  tuberosity.  The  coccygeal  attachment 
of  the  sphincter  ani  is  next  divided  close  to  the  bone.  With 
the  left  forefinger  the  connective  tissue  is  separated,  and 
with  a  pair  of  scissors  the  levator  ani  muscle  is  divided,  first  to 
the  left  then  to  the  right,  as  far  as  the  limits  of  the  skin  incision. 
The  posterior  wall  of  the  rectum,  at  this  stage  of  the  operation, 
usually  appears  in  the  bottom  of  the  wound.    If  it  be  necessary 
to  expose  the  pelvic  organs,  the  coccyx  should  be  divided  by  a 
transverse  incision.    The  part  of  the  rectum  to  be  removed  is 
next  separated  and  cut  across  transversely  just  above  the  ex- 
ternal sphincter.    The  rectum  is  seized  with  forceps  and  separ- 
ated until  the  upper  limit  of  the  disease  has  been  passed.  In 
cases  of  carcinoma  which  extend  high  up,  it  is  necessary  to  open 
Douglas'  pouch.    Afterwards  the  rectum  is  brought  down  and 
sutured  to  the  lower  segment.    Shelkly  has  operated  in  this 
way  five  times,  three  cases  of  carcinoma,  one  syphilitic  stric- 
ture and  one  atresia  of  the  rectum ;  all  recovered.     In  a 
sixth  case  a  carcinomatous  tumor  was  removed  from  the  middle 
of  the  sigmoid  flexure,  together  with  part  of  the  meso  colon. 
The  part  of  the  sigmoid  flexure  above  was  brought  down  and 
sutured  to  the  end  of  the  rectum.    The  patient  died  three 
weeks  after  operation.    In  the  seventh  case  two  and  a  half 
inches  of  the  rectum  were  removed,  Douglas's  pouch  opened 
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and  an  ovarian  cyst  and  Fallopian  tube  removed.  The  pedicle 
was  dropped  back  and  the  aperture  closed  with  silk  sutures. 
The  patient  made  a  good  recovery,  and  five  months  afterwards 
had  no  sign  of  recurrence.  In  the  eighth  case  the  patient,  with 
carcinoma  of  the  rectum,  died  two  days  after  operation. 
(Quoted  in  epitome  Brit.  Med.  Jour.,  October  8,  1893.) 

Excision  of  Cancer  of  Rectum,  with  Selection  of  Cases — 
Mr.  Harrison  Cripps  says  that  according  to  his  researches  into 
the  pathology  of  rectal  cancer  {Brit.  Med.  Jour.,  December 
10,  1892),  there  is  only  one  form  ot  the  disease,  adenoid  car- 
cinoma, yet  clinically  the  growths  have  very  different  features, 
because  in  some  cases  the  disease  grows  more  rapidly  than  in 
others.  So  long  as  the  growth  has  not  perforated  the  muscular 
coats,  the  prospects  of  an  operation  are  hopeful ;  but  on  the 
other  hand,  when  it  has  once  extended  beyond  the  bowel  the 
prognosis  becomes  most  unfavorable.  Before  advising  operation 
the  surgeon  should  assure  himself  that  there  is  no  general  infec- 
tion, that  the  lumbar  glands  and  liver  are  not  affected,  although 
usually  these  structures  are  not  implicated  until  late  in  the 
disease,  still  in  some  cases  there  is  early  infection  of  these 
structures,  whilst  the  local  disease  is  quite  insigniBcant ;  this 
most  often  occurs  in  younger  patients.  For  purposes  oi'  ex- 
amination the  finger  is  the  proper  instrument,  and  ether  should 
be  given  in  doubtful  cases.  Other  cases  where  operation  seems 
inadvisable  without  ether,  under  it  the  muscles  relax,  the 
growth  becomes  moveable,  and  the  case  appears  to  be  quite 
suitable  for  operation.  After  describing  cases  suitable  and  un- 
suitable for  operation,  and  also  the  appearance  and  clinical 
features  of  cancer  of  the  rectum,  Mr.  Cripps  goes  on  to  say  that 
during  the  last  15  years  he  has  examined  upwards  of  400  cases 
of  cancer  of  the  rectum,  and  in  about  half  he  advised  against 
operation  either  by  excision  or  colotomy.  In  the  remainder  of 
the  cases  operative  interference  was  urgently  advised.  In  many 
the  advice  was  not  followed,  but  in  114  cases  Mr.  Cripps 
operated  38  by  excision  and  76  by  colotomy.  Of  the  38  cases 
of  excision  3  died,  35  recovered  ;  mortality  less  than  8  per 
cent.    Seven  of  these  cases  were  lost  sight  of,  in  10  the  growth 
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recurred  within  one  year,  five  between  the  first  and  third  years, 
one  died  a  year  after  without  recurrence,  and  one  had  no  recur- 
rence after  eighteen  months.  In  11  no  recurrence  one  to  twelve 
years.  In  seven  of  these  three  years  had  elapsed  since  opera- 
tion. The  great  trouble  after  operation  is  the  tendency  to  con- 
traction. This  can  be  avoided  by  proper  treatment  of  the 
wound  during  the  healing  process.  By  introducing  into  the 
bowel  a  full  sized  rectal  bougie  1  5-16  of  an  inch  in  diameter, 
this  complication  may  be  avoided.  The  introduction  should  com- 
mence at  the  end  of  a  fortnight,  the  bougie  should  be  allowed  to 
remain  in  some  hours  daily  for  a  month.  The  patient  should 
then  pass  the  bougie  daily  for  a  year  or  longer.  The  tendency 
to  contraction  seems  gradually  to  disappear  and  gives  little 
trouble  after  the  second  year.  In  three  cases  the  recurring 
disease  was  successfully  removed  and  the  patients  did  well. 

In  a  paper  on  The  Choice  between  Extirpation  and  Colotomy 
in  Cancer  of  the  Rectum.  Dr.  Chas.  Kelsey,  of  New  York, 
comes  to  the  following  conclusions  (^New  York  Medical  Journal, 
November  12,  1892)  :— 

1.  The  operation  of  excision  of  cancer  of  the  rectum  has  a 
very  limited  range  of  application. 

2.  Kraske's  incision,  though  enlarging  the  scope  of  the  oper- 
ation, has,  on  the  whole,  in  no  way  improved  the  results 

3.  In  colotomy  we  have  a  method  of  treatment  almost  free 
from  risk,  and  one  that  in  any  considerable  number  of  cases  will 
give  a  longer  length  of  comfortable  life. 

4.  Extirpation  is  more  often  indicated  in  non-malignant  than 
in  malignant  stricture,  but  even  here  the  advantages  over  colo- 
tomy are  not  sufficient  to  justify  the  increased  risk  in  graver 
cases  requiring  extensive  operation. 

Resection  of  the  Entire  Ilium.  Nelaton  (  B,evue  d'  Orthope- 
dic, No.  5,  1892)  reports  a  case  in  which  the  whole  ilium  was 
invaded  by  caseous  fungous  masses.  The  entire  bone  was 
removed  after  the  separation  of  the  internal  periosteum  by  a 
division  through  the  ilio-sacral  joint,  the  horizontal  ramus  of  the 
pubis  and  the  posterior  superior  portion  of  the  acetabulum. 
There  was  no  involvement  of  the  joint,  and  after  thorough 
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curetting,  drainage  and  antiseptic  treatment,  the  patient  made 
a  good  recovery.  A  new  fibrous  articulation  formed  in  a  posi- 
tion corresponding  to  the  external  iliac  fossa ;  there  was  short- 
ening, but  the  use  of  a  high  shoe  and  cane  enabled  the  patient 
to  walk  moderate  distances.  The  author  reports  the  case  as  a 
pathological  curiosity,  and  to  show  that  with  less  than  one  ilium 
it  is  possible  for  a  patient  to  walk  easily  and  well.  (Quoted  in 
Amer.  Jour.,  Med.  So.,  January,  1893,  No.  1.) 

Suture  of  the  Spinal  Cord. — Chipault  (Revue  Chir., 
August,  1892)  criticises  the  proposal  made  by  Maydl  and 
others,  that  in  cases  of  old  division  of  cord,  or  of  its  functional 
destruction  over  a  certain  e.xtent  from  schlerosis,  two  fiesh  and 
healthy  surfaces  made  by  clean  section  might  be  brought 
together  and  maintained  in  contact  by  sutures.  In  these  two 
categories  of  cases  the  author  holds  that  such  treatment  is  ana. 
tomically  impossible.  In  three  subjects  examined  after  death 
from  fractures  of  the  spine,  it  was  found  that  the  retraction  of 
the  medullary  segments  and  the  extent  of  the  schlerosis  neces- 
sitated free  resection,  and  that  the  inelasticity  of  the  cord  and 
the  resistance  of  the  ligaments  formed  by  the  pia  mater  pre- 
vented apposition  of  the  cut  surfaces.  On  the  other  hand,  in 
cases  of  recent  division  of  the  cord  by  a  cutting  instrument  in 
which  it  is  not  necessary  to  practice  medullary  resection,  suture 
of  the  cord,  or,  strictly  speaking,  suture  of  its  sheath  of  pia 
mater  is  possible  in  the  cadaver  and  very  probably  would  be 
found  so  in  the  living  subject.  After  describing  the  method  of 
suture  with  fine  silk,  he  says,  that  it  often  happens  that  one  or 
more  nerve  roots  are  found  divided,  together  with  the  cord, 
especially  at  the  lumbar  swelling  along  which  the  nerves  form- 
ing budles  take  a  parallel  course.  It  would  always  be  possible 
in  such  cases  to  suture  the  peripheral  ends  of  the  divided  nerve 
either  to  its  central  end  or  to  the  intact  nerve  root  correspond- 
ing to  a  portion  of  the  cord  placed  below  the  injury.  Quoted 
in  Epitome  of  Brit.  Med.  Jour.,  September  24,  1892.) 

The  Aseptic  Treatment  of  Wounds. — Neuber,  of  Kiel,  in  a 
clinical  lecture  (Archiv.  fur  Klin.  Chir.,  Bd.  xliv,  Hft.  ii)  on 
wound  treatment  says  that  during  an  operation  there  should  be 
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no  irrigation  of  the  wound,  and  only  once,  immediately  before 
the  insertion  of  the  sutures,  should  the  wound  be  washed  with  a 
0.6  p.c.  of  salt  solution.    No  drainage  is  used  and  the  wound  is 
immediately  closed  completely.   With' the  exception  of  a  sponge 
enveloped  in  sterilized  gauze,  no  antiseptic  or  sterilized  dress- 
ings are  employed.    The  latest  developments  of  the  author's 
methods  are  as  follows :  The  whole  wound  is  loosely  filled  with 
moist  sterilized  gauze  in  long  strips  two-thirds  of  an  inch  wide  ; 
all  ravellings  are  to  be  removed  before  use.  'If  surgical  tuber- 
culoses are  under  treatment  iodoform  gauze  is  used  ;  over  this 
gauze  the  lips  of  the  wound  are  laid  and  carefully  united  by 
suture,  except  a  small  cleft  at  either  end  of  the  line  of  union. 
One  end  of  the  gauze  strip  is  brought  out  of  this  opening. 
While  an  assistant  compresses  the  parts  with  sponges  enveloped 
in  sterilized  gauze,  the  operator  carefully  withdraws  the  strip 
by  pulling  on  its  projecting  end.    On  the  removal  of  the  gauze 
the  remaining  opening  is  closed  by  sutures  which  have  already 
been  inserted  but  have  remained  untied.    Compression  with 
sponges  is  then  made  and  this  drives  out  any  remaining  air  and 
blood,  and  they  are  then  retained  in  place  by  a  bandage. 
Over  these  sponges,  cotton  and  splints  may  be  applied.    If  any 
filament  of  gauze  remains  behind  in  the  wound  it  will  not  give 
rise  to  any  reaction  nor  interfere  with  healing.    (Quoted  in 
Univ.  Med.  Mag.,  January,  1893. 

Hernial  Protrusion  of  a  Ureter  in  the  Inguinal  Canal — 
Reichel  reports  the  case  of  a  boy  {Archiv.  filr  Klin.  Chir., 
Bd.  XXIV,  Hft.  2,  p.  431),  seven  and  a  half  years  old,  who  for 
four  and  a  half  years  had  presented  a  tumour  in  the  right 
in2uinal  remon,  extending  into  the  scrotum,  increased  by  cough 
and  disappearing  when  the  recumbent  position  was  assumed. 
For  four  years  a  truss  had  been  worn  ;  the  tumor,  nevertheless, 
had  progressively  increased  in  size.  The  mass  was  longidudin- 
ally  oval  and  about  as  large  as  a  hen's  egg.  It  was  readily 
though  not  entirely  removed  by  taxis,  a  small  hemispherical 
mass,  perhaps  as  large  as  a  hazelnut  and  of  soft  consistence,  re- 
maining unreduced.  The  finger  readily  passed  through  the 
inguinal  canal  into  the  abdominal  cavity.    The  columns  of  the 
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canal  and  the  abominal  walls  were  relaxed.  Both  testicles  were 
present  in  the  scrotum,  the  right  appearing  adherent  to  the 
hernial  aac  and  moved  slightly  upwards  when  the  tumor  was 
reduced.  Herniotomy  was  performed  and  it  was  found  that  the 
swelling  was  caused  by  a  dilated  and  tortuous  ureter,  narrowed 
below  by  a  stricture  and  communicating  above  with  a  hydro- 
nephrotic  sac.  The  tube  was  divided,  its  lower  portion  being 
ligated,  whilst  it  was  sutured  in  place,  so  that  a  ureteral  6stula 
remained.  Subsequently  the  rest  of  the  ureter  and  the  kidney 
of  that  side  was  removed.  The  extirpated  sac  had  a  capacity  of 
about  two  quarts  ;  it  was  surrounded  by  a  layer  of  healthy  renal 
tissue  three-quarters  of  an  inch  thick.  It  was  thought  that  at 
some  previous  period  ulceration  of  the  ureter  had  taken  place, 
as  the  result  of  the  presence  of  a  calculus,  and  that  this  caused 
cicatricial  narrowing  and  the  secondary  development  of  the 
hydronephrosis.  (Quoted  in  Phila.  Medical  News,  October 
15,  1892.) 

Treatment  of  Malignant  Tumors  hy  Repeated  Inoculations 
of  Erysipelas — Dr.  W.  B.  Coley,  at  the  meeting  of  the  Section 
of  Surgery  of  the  New  York  Academy  of  Medicine,  held  De- 
cember 20,  1892,  read  a  paper  having  the  above  title  {New 
York  Med.  Record,  January  14,  1893).    He  reported  ten 
cases.    He  had  been  stimulated  to  try  this  method  by  a  case 
which  had  occurred  in  the  New  York  Hospital,  and  on  which 
several  operations  had  been  performed  by  Dr.  Bull,  always, 
however,  with  recurrence  or  extension,  until  accidentally  the 
wound  became  inoculated  with  erysipelas,  after  which  it  healed 
and  there  had  since  been  no  return,  although  seven  years  had 
elapsed.    The  first  case  in  which  he  had  an  opportunity  to  try 
artificial  erysipelas  was  one  of  sarcoma  of  the  neck,  which  had 
been  operated  on  by  Dr.  Bull  without,  however,  being  able  to 
remove  the  whole  disease.    It  almost  com[)lotely  blocked  up  the 
pharynx.     Dr.  Coley  injected  small  quantities  of  erysipelas 
buillon  cultures  into  the  wound.    Slight  local  and  constitutional 
reaction  followed,  and  the  tumor  of  the  neck  perceptibly  dimin- 
ished in  size.    Within  a  few  months  the  tumor  had  reached  its 
original  size  and  a  fresh  culture  was  injected,  this  time  into  the 
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tumor.    An  active  erysipelatous  eruption  with  constitutional  dis- 
turbance ensued,  the  eruption  extending  over  the  head  and  face. 
In  two  days  the  tumor  on  the  neck  began  to  break  down  and  dis- 
charge freely  and  in  two  weeks  had  almost  entirely  disappeared. 
The  appetite  improved  and  there  was  rapid  gain  in  health  and 
strength.    The  local  trouble  was  no  longer  of  significance,  and 
up  to  the  present  time  there  has  been  no  return.    The  patient, 
however,  was  addicted  to  the  morphine  habit,  which  he  still  con- 
tinued.   In  the  next  two  cases  he  failed  to  get  the  erysipelas  to 
take.    The  fourth  case  was  one  of  sarcoma  of  the  back  and 
groin.    After  several  attempts  at  inoculation  he  finally  succeed- 
ed in  inducing  an  attack,  the  tumor  shrank,  became  pale,  and 
in  three  weeks  disappeared,  leaving  scarcely  any  induration  and 
rapidly  gained  flesh.    After  several  months  there  was  a  recur 
rence,  and  in  July  last  he  again  succeeded  in  inducing  erysipelas 
and  again  the  tumors  disappeared.    There  was  at  present 
another  recurrence.    The  seventh  case  was  one  of  carcinoma 
of  the  breast,  of  five  years  standing,  and  on  which  four  opera- 
tions had  been  performed.    The  inoculations  were  made  in 
August  last  with  temporary  benefit,  bat  there  has  since  been  an 
increase  in  the  size  of  the  tumor.    The  ninth  and  tenth  cases 
were  likewise  carcinomatous,  one  effecting  the  cervical  and  the 
other  the  inguinal  glands.      They  had  improved  under  the 
erysipelas  treatment.    With  his  own  cases  the  total  number 
found  by  the  author  in  which  erysipelas  bad  become  either  acci- 
dentally or  intentionally  engrafted  upon  mahgnant  tumors  was 
38,  17  of  which  were  known  to  have  been  carcinoma  and  17 
sarcoma.    The  immediate  result  in  17  cases  of  carcinoma  was 
a  permanent  cure  of  three,  10  showed  temporary  improvement 
aud  one  died  as  the  result  of  the  erysipelas  on  the  fourth  day. 
Of  the  17  cases  of  sarcoma  seven  were  well  at  periods  from  one 
to  six  years  after  the  attack  of  erysipelas,  11  showed  more  or 
less  marked  improvement,  and  one  died.    The  author  thinks 
that  the  cure  has  been  cflTected  by  an  antagonistic  bacterial 
action.    According  to  recent  experiments  it  would  seem  that  the 
effect  of  this  treatment  is  not  merely  local  in  its  action,  but 
sometimes  constitutional,  causing  the  disappearance  of  tumors 
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at  a  distance  from  the  inoculations.  Dr.  Coley's  experience  is 
very  instructive  and  gives  us  some  ray  of  hope,  even  in  the  most 
hopeless  cases,  viz.,  those  of  sarcoma  of  the  neck.  I  might  add 
another  case  of  benefit  derived  from  erysipelas  to  those  already 
cited.  Some  six  years  ago  a  patient  had  an  epithelioma  on  his 
lip  which  was  removed  by  some  "  cancer  specialist "  in  the 
country  with  plasters.  The  man  remained  well  for  two  years, 
when  his  submaxilliary  glands  on  the  right  side  became  affected 
and  the  right  side  of  the  lower  jaw.  He  was  operated  on  by  me, 
and  the  right  side  of  his  lower  jaw  was  removed  with  the  floor  of 
mouth  and  submaxillary  glands.  He  rapidly  recovered,  but 
the  disease  soon  returned  in  the  remaining  half  of  the  jaw,  and 
within  a  year  he  re-entered  the  hospital  and  I  removed  the  left 
side  of  the  jaw  with  a  lot  of  infiltrated  tissue  about  the  sub- 
maxillary region.  After  a  few  days  he  contracted  a  severe 
attack  of  erysipelas,  from  which  he  recovered  rapidly.  He  went 
out  well  and  has  remained  well  now  nearly  three  years. 

The  Treatment  of  Cicatricial  Stenoses  of  the  (Esophagus. — 
Dr.  Willy  Meyer  reports  two  cases  of  stricture  of  the  oesopha- 
gus which  were  operated  on  {N.  Y.  Med.  Jour..  November  19, 
1892)  and  after  discussing  the  subject,  comes  to  the  following 
conclusions : 

1.  After  swallowing  acids,  &c.,  sounding  should  be  begun  as 
soon  as  the  internal  wounds  have  healed,  certainly  not  later 
than  four  weeks  after  the  accident. 

2.  If  a  stricture  of  the  oesophagus  has  been  developed,  and 
is  impermeable  from  the  mouth,  the  patient  should  be  submitted 
to  an  operation  as  early  as  possible.  No  forcible  dilatation  should 
be  permitted  for  fear  of  injury  to  or  perforation  of  the  oesophagus. 

3.  External  oesophagotomy  for  the  establishment  of  a  tempor- 
ary fistula  of  the  neck,  will  be  found  useful  and  sufficient  in 
many  cases,  especially  in  chil  Iren,  as  from  this  point  the  stric- 
ture can  be  easily  passed  and  a  tube  left  in  situ.  This  proceed- 
ing is  always  indicated  in  multiple  strictures. 

4.  In  grown  persons,  and  those  who  are  emaciated  and  re- 
quire immediate  nutrition,  primary  gastrostomy,  with  subsequent 
retrograde  sounding,  may  be  preferable. 
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6.  If  the  stricture  has  been  successfully  dilated,  or  if  the 
same  sound  which  passed  in  through  the  wound  on  the  neck  can 
also  be  pushed  down  through  the  mouth,  the  fistula  must  be 
closed.  ■  If  gastrostomy  has  been  performed  then  a  special  oper- 
ation for  closing  the  gastric  fistula  must  be  undertaken. 

6.  In  a  number  of  cases  there  is  a  limit  to  the  amount  of 
dilatation,  or,  again,  the  stricture  rapidly  contracts ;  and  in 
these  cases  internal  oesophagotomy  is  the  only  means  of  cure. 

7.  Internal  oesophagotomy,  if  performed  under  these  circum- 
stances, is  a  very  dangerous  operation,  chiefly  because  the 
wound  cannot  be  kept  aseptic. 

8.  A  thorough  disinfection  of  the  intrathoracic  portion  of  the 
oesophagus  seems  feasible  by  first  adding  gastrostomy  to  exter- 
nal oesophagotomy  and  vice  versa,  and  irrigating  through  these 
openings.  By  tamponnading  the  cardiac  and  cervical  ends  of 
the  tube,  we  may  hope  to  keep  wound  aseptic. 

9.  From  a  wound  in  the  neck,  internal  oesophagotomy  can 
be  carried  out  in  the  same  way,  and  with  the  same  instruments, 
as  used  for  dividing  strictures  of  the  anterior  urethra  from 
within.  The  division  should  be  made  in  a  retrograde  way  only, 
the  knife  being  passed  first  beyond  the  stricture.  A  guide 
pushed  up  from  the  gastric  fistula  will  help  to  accomplish  this, 
even  in  obstinate  cases.  It  may  become  necessary,  especially 
in  adults,  to  have  an  instrument  of  a  special  length,  and  some- 
times also  with  a  special  curve,  made  for  the  purpose. 

Treatment  of  Empyema — At  the  meeting  of  the  British 
Medical  Association,  held  at  Nottingham  in  July,  1892,  a  dis- 
cussion of  the  Surgery  of  Thorax  took  place  and  Mr.  Rick- 
man  Godlee  opened  the  discussion,  in  the  course  of  which  in 
speaking  of  empyema  he  said  {Brit.  Med.  Jour.^  October  15, 
1892),  The  site  of  election  for  incision  in  empyema  is  just  above 
the  level  to  which  the  diaphragm  becomes  adherent  to  the  ribs 
when  it  has  been  drawn  up  as  much  as  possible.  This  point  is 
opposite  the  ninth  rib  just  outside  the  angle  of  the  scapula.  It  is 
the  most  dependent  point  when  the  patient  is  standing  up  or 
lying  on  his  back.  As  a  routine  practice  he  removes  a  piece  of 
rib,  because  (1)  it  allows  of  the  best  possible  exploration  of  the 
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pleura,  (2)  it  permits  the  evacuation  of  masses  of  lymph,  (3)  it 
obviates  to  a  great  extent  the  difficulty  of  retaining  or  re-intro- 
ducin<^  the  tube.    The  removal  of  a  piece  of  rib  greatly  facili- 
tates the  better  treatment  and  does  not  add  to  the  danger  of  the 
operation.    When  there  is  danger  of  giving  an  anaesthetic  on 
account  of  over  distension,  then  Mr.  Godlee  first  draws  off  some 
of  the  fluid  into  an  aspirator  before  giving  the  anaesthetic.  He 
uses  a  large  rubber  drain  as  large  as  the  little  finger  . for  an 
adult,  smaller  for  a  child.    It  should  be  just  long  enough  to  enter 
the  chest  cavity,  and  have  not  more  than  one,  or  at  most  two 
holes  close  to  the  end.    It  should  never  be  shortened,  but  when 
the  proper  time  comes  it  should  be  removed  altogether.  The 
time  of  removal  depends  on  the  quantity  and  character  of  the 
discharge,  so  no  definite  time  can  be  stated.    The  time  is  usually 
ten  days  in  a  young  child,  three  weeks  in  an  adult. 

In  very  bad  cases  the  patient  in  operating  should  not  be  put 
far  over  on  his  sound  side,  but  he  should  be  brought  over  the 
edge  of  the  table,  and  the  operator  should,  if  necessary,  sit  down. 
If  the  chest  be  very  full,  a  good  plan  is  to  place  the  patient  well 
over  on  the  diseased  side.  It  will  then  be  found  quite  easy  to 
reach  the  ninth  rib  outside  the  scapular  line  by  standing  behind 
him.  As  an  ansesthetic  in  these  cases  he  believes  chloroform 
to  be  the  best.    Complete  anaesthesia  should  not  be  induced. 

Double  empyema  is  not  so  rare  as  one  might  think.  A  single 
empyema  is  occasionally  missed,  so  also  a  second  small  empyema 
may  sometimes  escape  notice  when  one  side  has  been  dealt  with. 
Some  are  septic  and  then  they  are  localized.  Some  are  prob. 
ably  tuberculous.  A  septic  case  may  be  very  acute,  so  that  it  is 
necessary  to  operate  on  both  sides  at  the  same  time,  or  within 
short  periods.  Usually  it  is  best  not  to  open  both  sides  at  the 
same  time,  but  wait  until  the  patient  is  accustomed  to  the  dis- 
turbance of  respiration  caused  by  the  operation.  Much  caution 
should  be  used  in  dealing  with  a  tuberculous  empyema  and  pyo- 
pneumo  thorax,  especially  in  adults.  If  the  disease  is  quiet 
leave  it  alone,  as  a  free  incision  will  almost  certainly  accelerate 
the  patient's  death.  Mr.  Godlee  recommends  the  following 
plan :    Into  the  anterior  part  of  the  chest  a  needle  is  to  be  in- 
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serted,  connected  with  an  india-rubber  tube  passing  into  a  bottle 
containing  some  sterilized  or  antiseptic  water  ;  another  needle, 
connected  with  the  aspirator,  is  then  inserted  into  the  most  de- 
pendent part  of  the  chest  and  pus  drawn  off.  After  a  while  the 
fluid  flows  in  to  replace  the  pus,  and  at  last  it  will  flow  clear  in- 
to the  aspirator  bottle.  Then  the  anterior  needle  may  be  taken 
out  and  the  greater  part  of  the  liquid  may  be  withdrawn  from 
the  pleura.  A  simple  pneumo-thorax  may  be  much  relieved  by 
drawing  out  the  air  with  an  aspirator.  All  cases  of  empyema 
do  not  recover,  and  Mr.  Godlee  mentions  a  number  of  causes  of 
death,  chiefly  septic  or  abscess  of  brain,  septic  nephritis,  shock, 
hemorrhage,  embolism,  etc.  He  says  great  care  should  be  ex- 
ercised in  washing  out  the  cavity.  It  is  only  necessary  in  fetid 
cases,  and  then  only  if  the  discharge  remains  or  becomes  offen- 
sive several  days  after  operation. 

I  can  heartily  endorse  all  that  Mr.  Godlee  says  about  the 
operative  proceedings  in  empyema.  For  years  past  I  have 
always  insisted  on  the  advisablity  of  removing  a  portion  of  rib 
with  bone  forceps,  after  having  stripped  off  periosteum,  for  pur- 
poses of  thorough  drainage,  and  because  the  after  dressmgs  are 
so  much  more  easy  and  less  painful.  Washing  out,  except  in 
fetid  cases,  is  a  useless  proceeding  and  cases  do  better  without  it. 
The  use  of  the  large  rubber  is  also  much  more  comfortable  than 
any  metal  or  glass  drain. 

Intra-cranial  Neurectomy . — Operations  for  the  cure  of  in- 
vetrate  neuralgia  of  the  fifth  nerve>  have  of  late  become  very 
common  and  each  month  brings  out  a  new  method  of  exposing 
the  nerve  or  the  Gasserian  ganglion.  Ever  since  Mr.  Rose 
successfully  resected  this  ganglion  by  means  of  his  very  formid- 
able operation,  surgeons  have  been  stimulated  to  reach  this  point 
by  simpler  and  safer  means.  Dr.  Frank  Hartley,  in  an  able 
and  interesting  article  {Annals  of  Surgery,  May,  1893.) 
describes  a  method  of  exposing  the  fifth  nerve  within  the  skull 
as  follovvs  :  "  An  omega  shaped  incision  is  made,  having  its  base 
at  the  zygoma  and  measuring  a  distance  marked  by  a  line  drawn 
ffom  the  external  angular  process  of  the  frontal  bone  to  the 
tragus  of  the  ear.     The  curved  and  rounded  portion  of  this  in- 
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cision  reaches  as  high  as  the  supratemporal  ridges,  the  diameter 
of  the  circle  being  three  inches.    The  skin  and  deeper  tissues 
are  cut  in  the  shape  of  the  Greek  letter  omega.    This  incision 
is  carried  down  to  the  periosteum  of  the  skull  in  all  portions  of 
the  incision  except  the  straight  part  at  its  base.    The  tissues 
are  now  retracted  and  the  periosteum  divided  upon  the  bone  in 
the  same  direction  as  far  as  the  straight  part  at  the  base.  With 
a  chisel  a  groove  is  cut  in  the  bone  following  the  incision  in  the 
periosteum.    The  groove  goes  to  the  vitreous  plate,  except  at 
the  upper  angle  of  the  rounded  portion,  where  it  includes  the 
vitreous  plate.    A  periosteal  elevator  is  here  inserted  and  used 
as  a  lever  to  snap  the  bone  on  a  line  between  the  ends  of  the 
circular  portion  of  the  incision.    In  this  way  the  breakage 
occurs  along  the  lower  portion  of  the  wound,  and  a  flat  consist- 
ing of  skin,  muscle,  periosteum  and  bone  is  thrown  down,  expos- 
ing the  dura  mater  over  a  circular  area  of  three  inches  in 
diameter.    The  middle  meningeal  artery  is  now  tied,  the  dura 
mater  separated  from  the  bone,  and  the  floor  of  the  middle 
fossa  of  the  skull  exposed.    Broad  retractors  are  now  used  to 
raise  the  dura  mater  with  the  brain  and  to  expose  the  foramen 
rotundum  and  the  foramen  ovale."    By  this  means  the  three 
divisions  of  the  fifth  nerve  are  exposed,  and  by  pressing  upon 
the  dura  mater  the  Gasserian  ganglion  can  be  laid  bare  and 
destroyed,  or  the  nerves  going  from  it  excised.    The  flap  of 
bone,  muscle  and  skin  is  now  replaced  and  the  various  layers 
sutured.    The  patient  on  whom  this  operation  was  done  was  46 
years  of  age  and  had  suffered  for  10  years  and  had  had  various 
operations  performed.    After  this  operation,  which  was  per- 
formed August  8th,  1891,  patient  was  tree  from  pain,  and  when 
last  heard  of,  January,  1893,  was  quite  well.    Similar  opera- 
tions have  been  performed  successfully  by  Krause,  McBur- 
ney,  J.  B.  Roberts,  of  Philadelphia,  and  the  author— in  all  five 
cases.     A  grooved  chisel  similar  to  those  used  by  cabinet 
makers  is  recommended.    Two  sizes  are  used,  a  larger  first  and 
then  a  smaller.    A  large  flat  retractor  is  also  necessary  for  the 
purpose  of  holding  back  the  brain. 

To  reach  the  ganglion  the  second  and  third  divisions  of  the 


228 


nerve  near  their  foramen  should  be  divided  and  the  proximal 
ends  seized  with  forceps  and  the  dura  mater  divided  where  it 
covers  the  nerves  at  the  outer  border  of  the  cavernous  sinus. 
The  traction  on  the  nerves  allows  of  the  exposure  of  the  ganglion, 
which  can  be  torn  out  with  a  hook  or  scraped  with  a  Volk- 
mann's  spoon,  or  divided  with  a  tenotome.  The  ganglion  lies 
over  the  carotid  artery. 

Dr.  RoswELL  Park,  of  Buffalo,  in  an  article  entitled 
Destruction  of  the  Grasserian.  Ganglion  for  Irigeminal  Neu- 
ralgia, with  a  B.eport  of  Two  Cases- (Medical  JVews,  Fehvn- 
ary  18,  1893),  describes  a  method  used  by  Dr.  Andrews,  of 
Chicago.  The  zygoma  is  exposed  by  an  H  shaped  incision  and 
sawed  in  two  places,  the  detached  portion  is  turned  down  with 
the  masseter  muscle.  The  coronoid  process  with  the  inser- 
tion of  temporal  muscle  is  now  exposed  and  sawn  through. 
Then  with  the  mouth  widely  open  there  is  sufficient  space 
to  allow  of  the  attack  on  the  Gasserian  ganglion.  After 
clearing  away  some  fat  and  connective  tissue,  and  per- 
haps ligaturing  the  internal  maxillary  artery,  we  get  on  the 
pterygoid  plate  from  which  arises  the  external  pterygoid  muscle. 
The  muscle  is  removed  and  the  external  plate  followed  and  the 
foramen  ovale  reached,  through  which  passes  the  inferior  maxil- 
lary nerve.  The  Gasserian  ganglion  lies  between  two  layers  of 
dura  mater,  the  lower  la,yer  is  thin  and  the  upper  strong.  The 
ganglion  is  broken  down  with  a  blunt  hook.  Dr.  Park  has 
found  hemorrhage  so  great  in  these  cases  that  he  now  ties  the 
common  carotid  artery  as  a  preliminary  measure.  Both  cases 
did  well,  though  no  report  is  given  after  any  time  had  elapsed. 

A  New  Method  of  Exposing  the  Inferior  Division  of  the 
Fifth  Nerve  at  the  Foramen  Ovale. — Kroenlkin  (^Archiv.  fr. 
Klin.  Chir.,  xliii)  proposes  that  an  incision  should  be  made 
from  the  angle  of  the  mouth  to  the  tip  of  the  ear,  without  cut- 
ting through  the  buccinator  muscle  and  mucous  membrane  of 
the  cheek.  The  masseter  muscle  is  separated  from  the  parotid, 
which  together  with  its  duct  is  left  undisturbed.  The  coronoid 
process  is  freed  and  divided  obliquely  with  bone  forceps,  then 
lifted  up  with  the  temporal  muscle.    The  fat  is  next  cleared 
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away  from  the  cheek  and  the  buccal  nerve  in  its  course  between 
the  internal  and  external  pterygoid  muscles  and  the  inferior 
dental  and  lingual  nerves  brought  into  view.  In  order  to  find 
the  auriculo-temporal  nerve  the  external  pterygoid  muscle  is 
raised  and  the  internal  maxillary  artery  double  ligatured  and 
divided,  when  the  auriculo-temporal  nerve  with  the  meningeal 
artery  between  its  branches  is  seen.  The  individual  branches 
of  the  inferior  division  of  the  fifth  nerve  may  be  divided  at  the 
base  of  .the  skull  or  pulled  out.  (Quoted  in  Sup.  Brit.  Med. 
Jour.,  January  14,  1893.) 

I  have  had  under  my  care  during  the  past  three  or  four  years 
six  cases  of  paroxysmal  neuralgia  of  the  fifth  nerve.    In  four 
the  superior  maxillary  was  alone  involved,  and  in  one  the 
superior  maxillary  and  ophthalmic,  and  in  one  the  superior 
maxillary  and  inferior  maxillary.    They  were  all  treated  by 
stretching,  and  in  one  case  the  patient  had  been  completely  free 
from  pain  until  death,  occurred  from  other  causes  18  months 
after.    One  case  has  now  remained  quite  well  for  two  years. 
One  in  which  the  infra-orbital  and  supra-orbital  was  stretched 
only  a  couple  of  months  ago  has  suflFered  for  over  25  years  and 
now  has  relief  for  the  first  time.    One  case  remained  well  three 
years,  when  the  pain  returned  and  I  this  winter  again  stretched 
the  infra-orbital  at  her  own  request,  with  immediate  relief  of  the 
pain.    One  where  the  superior  and  inferior  maxillary  nerves 
were  involved  remained  well  only  a  few  weeks  when  the  pain 
recurred.    This  patient  was  a  confirmed  cocaine  eater.    It  is 
my  practice  to  stretch  the  nerve  until  1  feel  it  give  and  then 
immediately  close  the  wound.     In  some  cases  pain  continued 
for  a  day  or  two  and  then  left  entirely.    Stretching  should  cer- 
tainly be  tried  before  more  severe  operative  measures  are  under- 
taken. 

Bloodless  Amputation  at  the  Hip  Joint  by  a  New  Method — 
N.  Sunn  {Chicago  Clin.  Rev.,  February,  1893,)  describes  a 
new  method  of  bloodless  amputation  at  the  hip.  The  following 
are  the  stages  ;  I.  Preliminary  dislocation  of  the  head  of  the 
femur  and  clearinii  the  shaft  of  the  bone  of  all  soft  tissues  down 
to  the  proposed  line  of  amputation  through  an  external  straight 
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incision  requires  less  time,  is  attended  with  less  hemorrhage  and 
shock  than  when  this  part  of  the  operation  is  done  after  circular 
amputation,  as  advised  by  Von  Esmarch  and  others,  2.  The 
external  straight  incision  is  the  same  as  Von  Langenbeck's  in- 
cision for  resection  of  the  hip-joint,  only  that  it  is  longer,  being 
about  eight  inches  in  length.  3.  After  dislocation  of  the  femur 
the  soft  tissues  are  tunnelled  with  an  hemostatic  forceps,  which 
is  entered  through  the  external  wound  on  a  level  with  the 
trochanter  minor,  to  a  point  on  the  inner  side  of  the  thigh  be- 
hind the  abductor  muscles  and  about  two  inches  below  the  ramus 
of  the  ischium,  where  a  counter  opening  two  inches  in  length  is 
made.  4  Bloodless  condition  of  the  limb  should  be  secured  by 
elastic  compression  or  by  elevation  prior  to  subsequent  steps. 

5.  An  elastic  tube  three-quarters  of  an  inch  in  diameter  and 
about  four  feet  in  length  is  grasped  with  the  forceps  in  the 
centre  and  drawn  through  the  tunnel  made  by  the  forceps. 

6.  After  division  of  the  elastic  tube  in  its  centre,  the  base  of  the 
thigh  is  constricted  by  drawing  firmly  and  tying  the  anterior 
half  in  front  of  the  anterior  section  ;  while,  after  the  posterior 
half  of  the  tube  has  been  drawn  tightly  behind  the  posterior  sec- 
tions of  the  soft  parts  of  the  thigh,  its  two  ends  are  crossed  and 
then  made  to  encircle  the  whole  thigh,  when  the  ends  are  again 
drawn  firmly  and  tied,  or  otherwise  secured  above  the  anterior 
constricting  tube.  7.  Two  oval  flaps,  one  long,  the  other  short, 
should  invariably  be  made  in  every  amputation  at  the  hip-joint. 
8.  By  preference,  a  long  anterior  and  a  short  posterior  should 
be  made.  9.  The  transverse  sections  through  the  muscles  should 
be  somewhat  conical  in  shape,  the  apex  of  the  cone  correspond- 
ing to  the  tunnel  made  by  the  enucleation  of  the  upper  portion 
of  the  shaft  of  the  femur.  10.  Resection  of  the  end  of  the 
sciatic  nerve  and  ligation  of  all  visible  vessels  should  be  prac- 
tised before  the  removal  of  the  constricting  tubes.  11.  The 
femoral  arteries  should  be  secured  each  by  two  catgut  ligatures 
placed  half  an  inch  apart,  that  on  the  proximal  side  including 
also  the  accompanying  vein.  12.  The  posterior  constricting 
tube  should  be  removed  first,  and  all  hemorrhages  arrested  by 
ligation  and  compression  before  the  anterior  tube  is  removed. 
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18  The  upper  part  of  the  ^vound,  corresponding  to  the  aceta- 
bulam,  should  be  drained  by  an  iodoform  gauze  tampon,  and 
the  remaining  part  of  the  wound  by  one  or  more  tabular  dra.ns. 

A  New  and  Safe  Method  of  Outtmg  (Esophageal  Stric- 
tures -Dr  Abbe  (New  York  Medical  Record,  February  25, 
1893),  after  describing  the  great  risks  of  internal  oesophagotonjy, 
recommends  a  method  which  he  has  devised  of  cuttmg  internally 
in  tou-h  and  extensive  strictures  by  means  of  a  strmg.  ihe 
principle  involved  is  a  commonly  experienced  one-that  even  a 
blunt  object  like  a  string,  if  drawn  across  a  tense  tissue,  will 
produce  a  cut  which  would  not  occur  if  the  tissue  were  Babby. 
In  treatin.r   stricture   cases,  the  stricture  is  made  tense  by 
dilating  it  with  a  bougie,  and  the  string  only  cuts  as  long  as  the 
bougie  maintains  local  tension  at  the  site  of  the  stricture.  Dr. 
AhU  relates  a  case  in  which  this  method  was  successful  and 
describes  the  procedure  as  follows  :  -  The  obstruction  was  ISJ 
inches  from  the  teeth  of  the  patient,  and  it  was  believed  that 
there  was  considerable  pouching  above  the  stricture.  Havmg 
first  made  an  opening  in  the  oesophagus  at  the  usual  site  in  the 
neck,  the  stomach  was  next  opened  after  being  stitched  to  the 
abdominal  wall.    Passing  his  finger  through  the  cardiac  orifice, 
he  guided  a  very  small  conical  gum  elastic  bougie  through  the 
opening  and  passed  it  upwards  into  the  oesophagus  with  some 
force  ;  to  the  end  of  the  bougie  was  affixed  a  piece  of  heavy 
braided  silk,  and  this  was  drawn  out  through  the  wound  in  the 
neck.    The  stricture  was  very  dense  and  about  an  inch  in 
length,  its  lower  end  being  about  two  and  a  half  inches  from  the 
stomach.  Vith  the  thread  as  a  guide  he  now  proceeded  to 
dilate,  but  found  the  obstruction  too  firm  to  yield.    Then  with 
the  conical  end  of  the  bougie  tightly  wedged  in  the  stricture, 
the  string  was  now  pulled  upward  at  the  neck  and  the  stricture 
was  felt  to  yield.    Three  large  bougies  were  passed  successively 
and  each  was  tightly  wedged  in,  whilst  the  string  was  see-sawed 
back  and  forth.    Thus  the  stretching  was  kept  at  its  maximum, 
and  the  bougies  passed  with  great  ease  the  whole  length  of  the 
oesophagus.    The  bleeding  was  insignificant.    After  the  dilata- 
tion he  drew  up  into  the  oesophagus  to  a  point  higher  than  the 
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stricture  a  rubber  tube  the  size  of  .one's  finger  and  left  it  in 
situ,  the  lower  end  coming  out  of  the  gastrostomy  wound,  thus 
giving  patient  a  chance  to  rinse  her  mouth  frequentiy.  Nutri- 
tious food  was  introduced  into  the  stomach.  At  the  end  of  a 
week  the  same  procedure  was  again  practised  with  bougie  and 
string  under  ether,  but  afterwards  without  an  anaesthetic- 
After  eight  weeks  the  gastric  fistula  was  closed  by  operation, 
the  oesophageal  fistula  having  closed  spontaneously  in  two 
weeks.  Convalescence  of  patient  was  perfect  and  bougies 
passed  with  greatest  ease. 

Removal  of  Pressure  Pouch  of  (Esophagus —At  a  meeting 
of  the  London  Medical  and  Chirurgical  Society,  held  April  25, 
1893,  Mr.  BuTLiN  read  a  paper  on  the  above  subject.  The 
diverticulum  or  pouch  was  removed  through  a  long  incision  on 
the  anterior  border  of  the  left  sterno-mastoid  muscle.  The 
omo-hyoid  and  inferior  thyroid  arteries  were  divided,  the  caro- 
tid sheath  and  its  contents  drawn  aside.    The  pouch  was  easily 
found  and  separated  from  the  surrounding  tissues.    As  the 
pouch  was  cut  away  the  opening  into  the  gullet  was  closed  with 
fine  silk  sutures.    The  patient  made  a  rapid  and  excellent  re- 
covery.   Bergmann,  of  Berlin,  had  reported  a  case,  and  Kocher 
had  operated  on  two  cases  successfully.    Mr.  Butlin  said  these 
"•  pressure  pouches  "  always  occurred  at  the  junction  of  the 
pharynx  with  the  oesophagus,  and  in  every  instance  sprang  from 
the  posterior  aspect  of  the  tube. 

Impacted  Peach  Stone  Removed  from  (Esophagus  through 
a  Wound  in  the  Stomach. — Dr.  J.  M.  T.  Finney  reports  the 
case  {Johns  Hopkins  Hosp.  Bull.,  1892,)  of  a  man,  aged  49, 
who  accidentally  swallowed  a  peach  stone,  which  became  im- 
pacted in  the  oesophagus,  32cm  from  the  incisor  teeth.  At  the  end 
of  four  days  being  unable  to  swallow  anything,  gastrotomy  was 
performed,  and  the  stone  could  be  easily  felt  by  forceps  lying 
in  the  oesophagus,  but  could  not  be  displaced.  The  opening  in 
stomach  being  enlarged  the  whole  hand  was  introduced,  but  the 
fingers  could  hardly  touch  the  stone,  so  a  probang  was  passed 
through  the  stomach  into  the  oesophagus,  passed  up  and  by  the 
stone  until  it  came  out  of  the  mouth.    A  sponge  was  tied  to  the 
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pvobanc.  and  then  it  was  drawn  back,  pulling  the  sponge  with 
it  This  proceeding  was  successful  in  dislodging  the  stone  from 
the  lateral  pouch  in  which  it  was,  and  then  it  was  easily  hooked 
out  with  the  finger.  The  patient  made  an  excellent  recovery 
for  two  weeks,  when  symptoms  of  mediastinal  suppuration  began 
to  manifest  themselves,  and  soon  there  was  a  large  collection  of 
pus  between  the  diaphragm  and  the  left  pleural  sac.  A  por- 
tion of  the  eighth  rib  was  excised  and  the  cavity  opened  and 
drained.    Improvement  with  rapid  recovery  followed. 

Ohronic  Relapsing  Appendicitis  Treated  by  Operation.— 
Dr.  Wm.  T.  Bull  reports  twelve  cases  of  operation  for  the 
above  affection        Y.  Med.  Bee,  March  18,  1893),  with  one 
death.    In  eight  of  the  cases  there  was  a  definite  tumour ; 
in  four  cases  there  was  no  tumour,  but  a  tender  area.  All 
the  cases  presented  features  of  chronic  inflammation  of  the 
appendix  with  relapses,  a  condition  termed  "  chronic  relaps- 
ing appendicitis."    These  differ  from  "  recurring  appendicitis  " 
inlhat  the  latter  occur  at  long  intervals  irregularly,  and  are 
followed  by  periods  of  good  health.    Each  attack  is  really  an 
indpendent  affection.    In  chronic  relapsing  appendicitis  there 
is  no  return  to  absolute  good  health  ;   there  are  always  such 
evidences  of  disease  of  the  appendix  as  local  pain  or  discomfort, 
increased  on  exertion,  tenderness,  tumour,  and  to  these  symp- 
toms are  added  frequent  exacerbations  of  acute  inflammation. 
These  are  the  cases  in  which  Dr.  Bull  advises  operation.  Eight 
out  of  the  twelve  cases  were  between  25  and  40,  two  over  40, 
two  were  under  20.    All  but  one  were  men.    Dr.  Bull  prefers 
to  operate  during  the  period  of  quiescence,  because  the  danger 
of  sepsis  is  less,  and  he  also  advises  early  operation  before  suc- 
cessive attacks  of  peritonitis  conceal  and  bury  the  appendix  and 
make  the  finding  of  it  a  difficult  and  sometimes  dangerous  pro- 
ceeding.   In  operating  he  prefers  the  oblique  incision,  begin- 
ning about  an  inch  above  the  middle  of  Poupart's  ligament  and 
extending  upwards  and  inwards  some  three  or  four  inches  to  a 
point  midway  between  the  navel  and  anterior  superior  spine  of 
the  ilium.    The  appendix,  recognized  often  by  touch  alone,  is 
freed  and  ligated  a  quarter  of  an  inch  from  the  caecum.  The 
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caecum  should  then  be  wedged  about  with  sponges,  the  ligature 
removed  from  the  appendix  stump,  the  mucous  coat  pulled  out 
with  a  hook  and  its  lumen  constricted  with  a  fine  silk  ligature. 
The  peritoneal  coat  is  then  pushed  back  from  it  and  the  tied  tip 
inverted  into  the  lumen  of  the  caecum.  This  inverts  the  peri- 
toneal coat  as  well,  and  three  or  four  Lembert  sutures  of  fine 
silk  through  the  adjacent  wall  of  the  caecum  close  the  circular 
opening  in  a  longitudinal  direction.  When  feasible,  this  is 
the  most  perfect  way  of  disposing  of  the  appendix  stump.  A 
ent  of  iodoform  gauze  should  be  used  only  when  pus  has  been 
encountered.  The  abdominal  wound  should  be  sutured  in 
layers,  one  each  of  catgut  through  the  peritoneum  and  aponeu- 
rosis, the  other  of  silkworm  gut  through  all  the  layers  except 
the  peritoneum.  Boiled  water  only  was  used  for  irrigation. 
Mural  abscesses  occurred  in  four  cases. 

Mr.  Fred  Treves,  in  a  paper  entitled  A  Series  of  Cases  of  Re- 
lapsing Typhlitis  Treated  by  Operation,  reports  a  series  of  four- 
teen cases  operated  on  without  a  death  (British  Medical  Jour- 
nal, April  22, 1893).  The  author  still  believes  that  the  caecum 
may  be  the  origin  of  the  trouble  from  the  lodgement  there  of 
faecal  masses  or  a  bolus  of  undigested  food,  though  he  adds  that 
in  90  to  95  per  cent,  of  the  cases  the  mischief  originates  in  the 
appendix.  He  thinks  the  affection  more  common  in  males  than 
females,  and  that  when  the  local  symptoms  persist  between  the 
attacks  there  is  great  probability  that  pus  is  present.  Mr. 
Treves  considers  the  operation  to  be  justifiable  when  :  1.  The 
attacks  have  been  very  numerous.  2.  When  the  attacks  are 
increasing  in  severity  and  frequency.  8.  When  the  last  attack 
has  been  so  severe  as  to  place  the  patient's  lile  in  considerable 
'  danger.  4.  When  the  constant  relapses  have  reduced  the 
patient  to  a  condition  of  chronic  invalidism  and  rendered  him 
unfit  to  follow  his  occupation.  5.  When,  owing  to  the  persist- 
ence of  certain  local  symptoms  during  the  quiescent  period, 
there  is  a  probability  that  a  collection  of  pus  exists  in  or  about 
the  appendix. 

In  operating  Mr.  Treves  waits  until  all  the  acute  symptoms 
have  subsided.    The  incision  should  be  made  about  two  inches  in 
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length,  at  right  angles  to  a  line  drawn  from  the  antenor  superior 
pine  to  the  umbiUcus  two  inches  from  the  spne.    In  deahng 
Jith  the  appendix  it  is  well  to  make  a  circular  cut  through  the 
peritoneum  just  on  the  distal  side  of  the  spot  at  winch  it  .s  in- 
Lded  to  sever  the  process.    The  peritoneum  thus  freed  is 
turned  back,  as  is  the  skin,  in  a  circular  amputation,    ihe  ap- 
pendix is  tied  across  at  the  line  of  the  reflected  peritoneum,  the 
mucous  membrane  which  presents  is  scraped  away  with  a  spoon 
the  muscular  wall  of  the  appendix  is  then  brought  together  with 
a  continuous  suture  of  fine  silk  over  the  stump  thus  formed, 
the  reflected  peritoneum  is  drawn  and  secured  in  place  by 
means  of  a  few  points  of  Lembert's  sutures.  ,  This  procedure  is 
only  possible  in  some  cases.  , 

The  Radical  Cure  of  Inguinal  Hernia  in  the  Male.-  It  is 
interesting  to  receive  the  reports  of  results  of  operations  for  the 
radical  cure  of  hernia  after  some  time  has  elapsed.  Dr.  Halsted 
(Annah  of  Surgery,  May,  1893),  in  an  excellent  paper  on  the  • 
above  subject,  gives  the  results  in  82  operations  which  have 
been  performed  during  the  last  three  and  a  half  years  m  the 
Johns  Hopkins  Hospital.  There  were  no  deaths.  Sixty-four 
of  the  cases  were  males,  and  18  females.  Of  the  females,  4 
had  femoral,  13  inguinal  and  1  umbilical  hernia.  Of  the  males, 
63  had  inguinal  and  1  femoral  hernia.  In  58  cases,  Halsted's 
own  operation  was  performed,  and  in  the  cases  which  healed 
per  primam  not  one  recurred.  The  wounds  which  suppurated 
were  immediately  laid  open  and  healed  by  granulation.  There 
were  six  recurrences  in  cases  healed  by  other  than  Halsted's 
operation,  or  where  suppuration  occurred. 

Halsted's  operation  resembles  much  that  of  Bassini— slitting 
up  the  old  canal  and  endeavouring  to  make  a  new  one.  In  both 
the  cord  is  transplanted,  Halsted  placing  it  between  the  skin 
and  aponeurosis  of  the  external  oblique,  and  Bassini  between 
the  external  and  internal  oblique.  Halsted  reduces  the  size  of 
the  cord  by  excising  the  superfluous  veins.  Only  one  row  of 
mattress  sutures  is  used  by  Halsted,  whereas  Bassini  uses  two, 
to  close  the  canal  and  keep  the  cord  in  position.  The  following 
is  briefly  the  method  of  Halsted  : — 
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Instead  of  trying  to  repair  the  old  canal,  he  makes  a  new 
canal  and  a  new  internal  abdominal  ring.    The  new  ring  should 
fit  the  cord  as  snugly  as  possible,  and  the  cord  should  be  as 
small  as  possible.    The  skin  incision  extends  from  a  point  about 
6  cm.  above  and  external  to  the  internal  abdominal  ring  to  the 
spine  of  the  pubes.    The  subcutaneous  tissues  are  divided  so  as 
to  expose  clearly  the  aponeurosis  of  the  external  abdominal 
oblique  and  the  external  ring.    The  aponeurosis  of  the  external 
oblique  muscle,  the  internal  oblique  and  transversalis  muscles 
and  transversalis  fascia  are  cut  through  from  the  external  abdo- 
minal ring  to  a  point  about  2  cm.  above  and  external  to  the 
internal  abdominal  ring.    The  vas  deferens  and  blood  vessels 
of  the    cord   are    isolated,  and    all  but  one  or  two  of  the 
veins  of  the  cord  are  excised.    The  sac  is  carefully  isolated 
and  opened,  and  its  contents  replaced.    A  piece  of  gauze  is 
used  to  replace  and  retain  the  intestines.    With  the  division  of 
the  anterior  wall  of  the  spermatic  canal  the  neck  of  the  sac  van- 
ishes, and  the  communication  with  the  abdominal  cavity  is  often 
large  enough  to  admit  the  hand.    The  peritoneal  cavity  is  closed 
with  a  continuous  suture  or  a  fev^  mattress  sutures,  and  close 
to  these  the  superfluous  sac  is  cut  away.    The  cord  is  pulled 
out  of  the  wound  and  hooked  aside  to  facilitate  the  introduction 
of  the  six  or  eight  deep  mattress  sutures  which  pass  through 
the  aponeurosis  of  the  external  oblique  and  through  the  internal 
oblique  and  transversalis  muscles  and  transversalis  fascia  on  the 
one  side,  and  through  the  transversalis  fascia  and  Poupart's 
ligament  and  fibres  of  the  aponeurosis  of  the  external  abdominal 
oblique  on  the  other.    The  two  outermost  of  the  deep  mattress 
sutures  pass  through  muscular  tissues  and  the  same  tissues  on 
both  sides  of  the  wound.    They  are  the  most  important  stitches, 
for  the  transplanted  cord  passes  between  them.    The  cord  is 
brought  out  where  the  muscles  are  thick  and  firm,  and  if  at  the 
internal  ring  they  are  attenuated  the  cord  is  transplanted  further 
out. 

Dr.  Halsted  never  resorts  to  drainage,  but  closes  the  external 
wound  by  a  continuous  subcutaneous  suture  of  fine  silk.  He 
dwells  on  the  importance  of  complete  asepsis,  for  in  this  opera- 
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-  tion  it  is  most  necessary  where  the  tissues  are  constricted  w  th 
deep  sutures.  Great  tension,  however,  should  be  avoided,  tor 
the  better  the  circulation  the  less  the  danger  of  suppuration. 

In  conclusion,  Dr.  Halsted  says  the  time  has  come  when  one 
may  operate  in  almost  every  case  of  hernia  not  only  without 
danger  to  the  patient,  but  with  an  almost  certain  prospect  ot 
success  With  regard  to  the  statistics  of  mortality  :  Swensson 
and  Erdman  had  one  death  in  106  cases  ;  Macewen,  one  death 
in  08  cases  ;  Bassini,  250  cases,  with  one  death  ;  Lucas  Cham- 
pionniere,  111  cases,  with  one  death  ;  Kocher,  119  operations, 
with  one  death  ;  and  Halsted,  82  cases,  with  no  death. 

As  regards  the  ultimate  results.  Macewen  failed  once  in  98 
cases,  Bassini  seven  times  in  251  cases,  and  Halsted  asserts 
that  no  failures  have  occurred  in  operations  performed  by  his 
method,  which  has  now  been  in  use  nearly  four  years.  This  is 
hardly  a  fair  conclusion,  for  if  suppuration  occurs  in  his  cases 
he  immediately  lays  open  the  wound  and  converts  the  operation 
into  an  open  one  and  classes  it  as  a  failure  by  the  open  method. 
Now,  in  his  operations  the  cord  is  always  transplanted,  and  is 
immediately  under  the  skin.  Should  suppuration  or  any  severe 
inflammatory  process  occur,  is  the  cord  in  any  way  injured  ? 
In  other  words,  is  the  lumen  of  the  vas  deferens  obliterated  ? 
This  is  an  important  question  in  these  operations. 

Observations  on  the  Meehanionl  Treatment  of  Hernia  at  the 
Hospital  for  Ruptured  and  Crippled  of  New   York.— Dvs. 
Bull  and  Coley,  in  a  paper  on  the  above  subject  (Annals  of 
Surgery,  May,  1893),  give  the  results  of  mechanical  treat- 
ment, and  say  that  a  certain  number  of  favourable  cases,  espe- 
cially in  children  and  young  adults,  are  cured,  and  permanently 
cured,  by  wearing  a  truss  for  a  longer  or  shorter  period.    It  is 
also  true  that  a  large  number  of  cases  are  found  in  which  the 
hernia  is  perfectly  controlled  by  a  truss,  with  but  slight,  if  any, 
inconvenience  to  the  wearer.    In  another  class  of  cases  the  truss 
fails  to  hold  completely,  because  of  adherent  and  irreducible 
omentum  ;  298  of  these  cases  were  observed  in  one  year.  The 
treatment  of  this  class  of  cases  by  mechanical  means  is  seldom 
satisfactory,  and  in  the  majority  of  cases  positively  harmful, 
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and  the  authors  believe  that  the  majority  should  be  treated  by 
operation. 

In  speaking  of  the  operative  treatment  of  hernia  in  children, 
cases  in  which  a  truss  is  doing  no  good  are  advised  to  be  ope- 
rated upon.  Forty  cases  were  operated  on  by  the  writers  durino- 
past  fifteen  months,  and  in  38  primary  success  was  obtained. 
No  deaths  occurred.  Bassini's  operation  was  performed,  and 
kan  garoo  tendon  was  used  for  the  buried  sutures,  and  gave  the 
greatest  satisfaction.  There  has  been  no  tendency  to  form 
sinuses,  as  when  silk  sutures  were  used,  and  even  where  silk- 
worm gut  is  employed.  In  the  treatment  of  the  operation 
wounds  no  drainage  was  used,  and  the  results  show  that  it  is 
unnecessary.  In  addition  to  the  usual  antiseptic  dressing  of 
iodoform  and  sublimate  gauze,  a  light  plaster  of  Paris  casing 
was  applied  from  the  umbilicus  to  the  ankle  ;  this  was  left  on 
for  eight  days,  when  the  wound  was  dressed  for  the  first  time. 
After  the  first  dressing,  a  spica  bandage  is  all  that  is  required. 

As  to  the  final  results  of  the  cases  operated  on,  the  time  is 
too  short  to  give  satisfactory  statistics  ;  but,  so  far,  there  has 
been  but  one  relapse  after  Czerny's  operation  and  one  after 
Bassini's.  Both  failures  were  due  to  faulty  technique;  silk 
sutures  were  used,  and  extensive  suppuration  took  place. 

The  most  interesting  point  of  this  most  valuable  paper  is  the 
one  referring  to  relapses  after  radical  cure  operations.  No 
less  than  56  patients  who  had  been  operated  on  by  11  different 
methods  presented  themselves  for  treatment  by  trusses.  These, 
added  to  a  similar  series  of  cases  already  reported  by  Drs.  Bull 
and  Milliken  (covering  observations  during  three  years),  made 
a  total  of  137  operations  for  radical  cure.  The  methods  mostly 
employed  were  those  of  Heaton  (10),  Czerny  (25),  Socin  (10), 
McBurney  (39),  Macewen  (9),  and  Bryant  (2).  In  18  the 
method  was  unknown.  Relapses  occurred  at  periods  varying 
from  a  few  weeks  to  4^  years.  These  relapses  probably  repre- 
sent but  a  small  proportion  of  the  cases  operated  on.  More 
relapses  occurred  after  treatment  by  the  open  method  than  any 
other. 

The  authors  remark  that  the  constant  appearance  of  patients 
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io  whom  the  attempt  to  care  has  failed  must  hav  th  ffeot  of 
diminishing  one's  eonfldenoe  in  the  ult.mate  vesnlts  of  the  rad. 

Uu  e  method  employed.  The  propriety  of  the  operat.on  has 
been  ampl,  justifted  by  its  very  slight  mortahty  and  .ts  mcon- 
testMe  benefit  in  cases  of  strangulated  and  irreducble  herma. 
E  n  after  relapse,  the  majority  of  patients  And  themse  ves 
better  than  before  operation.  The  conclusion  that  the  authors 
come  to  regarding  radical  cure  operations  f  '  "P^" 

methods  "  of  operation  after  which  the  wound  is  left  to  heal  by 
uktion  should  be  discarded,  and  the  feature  of  every  opera- 


tion  should  be  rapid  primary  union. 

There  is  very  little  doubt  that  permanent  cures  after  radical 
operations  depend  chiefly  on  the  success  of  the  operation  from 
an  aseptic  point  of  view.    The  method  of  operating  does  not 
seem  to  influence  the  good  result  so  much  as  the  method  of  union 
of  the  incision.    If  by  primary  union,  then  the  chance  of  a  per- 
manent cure  is  very  much  greater.    There  are  three  points  in 
the  performance  of  radical  cure  for  hernia  that  should  be  remem- 
bered :    (1)  the  necessity  of  obliterating  the  sac  by  exci- 
sion, &c.,  (2)  the  obliteration  of  canal,  and  (3)  the  obtaining 
of  primary  union  in  the  wound.    Primary  union  can^  only  be 
obtained  by  the  strictest  aseptic  precautions,  the  avoidance  of 
too  great  tension  in  the  deep  sutures,  and  closure  of  the  wound 
without  drainage,  or  24  hours'  drainage  at  the  most.  Suppura- 
tion, if  extensive,  is  sure  to  cause  a  speedy  relapse  of  the  hernia. 

Resection  of  the  Intestines  in  aangrenous  Hernia.— Ki  a 
meeting  of  the  Royal  Medical  and  Chirurgical  Society,  held 
March°28,  1893,  Mr.  Kendal  Franks  read  a  paper  on  the  above 
subject.  He  related  the  case  of  a  woman,  aged  30,  who  had 
umbilical  hernia  of  three  months  duration.  It  became  strangu- 
lated September  22, 1891.  Thirty  hours  afterwards  herniotomy 
was  performed.  The  abdomen  was  found  to  be  full  of  gelatin- 
ous fluid,  associated  with  an  ovarian  tumour.  The  loop  of  the 
intestine  proved  to  be  gangrenous,  9i  inches  were  excised  and 
the  ends  of  the  intestine  immediately  united  by  means  of  Gily's 
suture.  The  abdominal  cavity  was  closed  and  drained  ;  on  the 
fifth  day  the  bowels  moved  and  recovery  was  rapid.  Five 
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weeks  after  the  abdomen  was  again  opened  and  an  ovarian 
multilocular  semi-solid  cyst  removed.  The  sutured  intestine 
was  inspected,  the  union  was  perfect,  the  line  of  union  could  be 
felt  as  a  thickening  of  the  gut  but  could  not  be  detected  by  the 
eye.  Mr.  Franks  said  gangrenous  hernia  might  be  treated  on 
one  of  two  principles,  either  by  resection  and  immediate  suture 
or  by  the  formation  of  an  arti6cial  anus.  The  death  rate  of 
treatment  of  gangrenous  hernia  by  artificial  anus  was  80  per 
cent.  The  death  rate  of  immediate  suture  in  gangrenous  her- 
nia was  48  per  cent.  Mr.  Franks  is  strongly  of  the  opinion 
that  gangrenous  hernia  should  be  treated  by  resection  and 
suture,  except  in  those  cases  which  needed  immediate  treatment 
and  which  could  not  stand  a  prolonged  operation,  then  an  arti- 
ficial anus  should  be  established.  In  the  discussion  which  fol- 
lowed Mr.  J.  Hutchinson,  Jr.,  advocated  immediate  resection, 
not  through  the  hernia  wound,  but  through  a  median  incision, 
and  then  suturing  the  two  ends  by  a  continuous  suture  through 
the  mucous  membrane  and  a  Lembert's  suture  of  fine  silk  for  the 
rest  of  the  wall. 

Mr.  Bowlby  said  that  from  statistics  gathered  from  St.  Bar- 
tholomew's, Guy's  and  St.  Thomas'  Hospitals  by  Mr.  Berry  for 
a  period  of  ten  years  it  appeared  that  the  mortality  from  all 
cases  of  strangulated  hernia  operated  on  was  44  per  cent,  in 
946  cases.  In  only  40  of  those  admitted  during  the  last  ten 
years  at  St.  Bartholomew's  were  the  intestines  gangrenous. 

Dr.  Carl  Beck,  in  an  article  entitled  Resection  of  Intestines 
in  Gangrenous  Hernia,  reports  four  cases  of  resection,  two  of 
which  were  successful  (iV.  Y.  Med.  Rec,  April  8,  1893).  In 
summing  up  the  author  says  that  intestine  suspected  of  gan- 
grene is  to  be  drawn  outside  the  abdominal  wound  properly  en- 
veloped in  sterilized  gauze,  in  order  that  in  a  few  days  the  sur- 
geon may  return  and  resect  the  same.  If  positive  gangrene 
manifests  itself  an  extensive  resection  of  the  gut  is  to  be  per- 
formed, the  chief  requirements  for  success  being  radical  disin- 
fection of  surroundings  and  the  prevention  of  the  escape  of 
intestinal  contents  into  the  abdominal  cavity.  He  advocates 
immediate  suture  with  a  row  of  continuous  deep  sutures 
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and  external  Lombert  ;  no  plates  should  be  used.  In  conclu- 
sion he  says:  The  technique  o\'  resection  of  the  intestme  ,8 
extremely  difficult  and  not  comparable  to  common  laparotomy. 
Ko  8urs?eon  should  perform  the  same  before  he  has  sufficiently 
practised  on  animals.  An  operator  may  bo  able  to  resect  an 
ankle  joint  well  and  still  perform  resection  of  intestines  poorly. 

Surgical  Treatment  of  Mastoid  Disease  and  its  Complications— 
Prof  William  Macewen,  in  opening  this  discussion  at  the 
meetino-  of  the  British  Medical  Association,  held  in  August, 
1893  {Brit.  Med.  Jour.,  Sept.  y,  1893),  said  that  in  the  majority 
of  cases  of  infective  diseases  of  the  mastoid  region,  the  infec- 
tion travelled  from  the  middle  ear  to  the  mastoid  antrum  and 
cells  and  that  it  invaded,  after  destruction  of  the  mucous 
membrane,  the  bone  and  dura  mater  and  other  membranes  of 
the  brain.    In  speaking  of  the  proper  place  of  operation,  he 
said  this  was  the  suprameatal  triangle.    Here  we  could  always 
reach  the  mastoid  antrum,  and  could  be  free  of  the  sigmoid 
sinus,  and  if  only  the  upper  and  outer  part  was  opened,  the 
canal  of  the  facial  nerve,  which  lay  on  the  floor  of  the  passage 
-between  the  antrum  and  middle  ear,  was  avoided.    After  ex- 
pu.sing  the  roof  of  the  antrum,  the  ossicles  were  removed,  and 
if  there  was  an  erosion  the  roof  was  fully  opened  up,  granula- 
tion tissue  removed  from  the  dura  mater,  and  the  brain  laid 
bare,  and  if  necessary  opened  into.  Abscess  in  the  brain  could 
be  tapped  in  this  region,  but  it  must  also  be  opened  from  above 
to  remove  sloughs  of  cerebral  tissue,  which  could  not  other- 
wise come  away.    Where  disease  had  spread  to  the  sigmoid 
sinus,  it  was  likewise  dealt  with.  In  all  cases  it  was  necessary 
to  remove  the  focus  of  infective  matter  in  the  bone.    In  cases 
of  infective  thrombosis  of  the  sigmoid  sinus,  he  preferred  to 
lay  the  sinus  fully  open,  to  turn  out  the  contents,  to  separate 
the  outer  wall  of  the  sinus,  and  to  involute  this  membrane 
upon  the  inner  wall  of  tho  sinus  itself,  retaining  it  in  position 
by  abundant  powder  of  iodoform  and  boracic  acid,  and  also  by 
iodoform  gauze.    He  preferred  this  method  to  ligaturing  the 
internal  jugular,  because  this  did  not  wholly  prevent  the  in- 
fective matter  from  getting  into  the  lungs  as  it  passed  by  the 
large  veins  at  the  base  of  the  skull  from  the  interior  and  pos- 
terior condylar  foramina,  and  so  into  the  vertebral  and  subcla- 
vian.   In  cases  where  the  internal  jugular  was  involved,  then 
he  advised  ligaturing,  after  all  the  infected  tissue,  bone,  mem- 
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brane,  and  vein,  was  removed.  Prof.  Macewen  packs  the  part 
with  gauze,  and  allows  it  to  heal  by  granulation.  He  has 
operated  in  80  cases  of  mastoid  disease  alone,  and  in  those 
where  the  disease  had  been  obliterated  by  operation  he  found 
a  permanent  cure  resulting,  but  in  those  where  the  disease  had 
spread  into  the  petrous  portion  it  was  necessary  to  keep  a  per- 
manent opening,  which  continued  to  discharge.  In  speaking  of 
th  e  complication  of  meningitis,  he  said,  in  such  cases  at  first  he 
doubted  the  propriety  of  operating,  but  now  does  not  hesitate 
to  perform  the  operation,  and  in  many  with  excellent  results. 
In  cerebral  abscess  there  was  no  difficulty  in  performing  the 
operation.  It  was  a  most  satisfactory  operation,  because  it 
was  urgently  required. 

Mr.  Victor  Horsley  said  that  his  experience  in  these  cases 
coincided  with  almost  everything  Prof  Macewen  had  advanced. 
He  would,  therefore,  speak  on  other  points.  For  instance,  in 
cases  of  simple  otitis  media  purulenta,  how  long  should  anti- 
septic treatment  be  undertaken  before  the  radical  operation  of 
clearing  the  tympanum  and  mastoid  was  undertaken.  He  sug- 
gested that  one  year  would  be  a  convenient  limit,  and  that  if 
the  granulations  had  not  subsided  and  if  cicatrization  did  not 
occur  within  that  period,  the  mastoid  antrum  should  be  laid 
open  and  the  opening  continued  into  the  tympanum,  so  as  to 
make  one  space  of  both  cavities.  In  this  way  grave  risks  were 
avoided.  As  the  operation  was  without  risk,  the  question  of 
hearing  only  was  involved.  This  was  already  disoj'dered,  and 
be  found  after  operation  it  often  imjDroved,  often  became  per- 
fectly normal  and  occasionally  diminished  to  a  slight  degree. 
In  cases  of  plugging  of  the  sigmoid  sinus,  he  advocated  liga- 
turing the  jugular  vein,  and  believed  Prof  Macewen's  objec- 
tions had  no  foundation,  as  was  proved  by  the  brilliant  results 
of  Messrs.  Ballance  and  Lane. 

Symptoms  and  Treatment  of  Septic  Infection  of  the  Laterul 
Sinus,  as  Illustrated  by  Ten  Cases. — Mr.  Arbuthnot  Lane  read 
this  paper  before  the  last  meeting  of  the  British  Medical 
Association,  August,  1893.  {Brit.  Med.  Jbwr.,  Sept.  9,  1893.) 
From  his  great  experience  he  arrives  at  the  following  conclu- 
sions: (1)  That  septic  infection  of  the  lateial  sinus  is  ahvaj-s 
due  to  the  extension  of  an  inflammatoi-y  process  from  an 
abscess  between  the  bone  and  dura  mater,  through  the  wall  of 
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the  sinus,  and,  thcrcfoio,  the  symptoms  of  subdiii-il  abscesa 
precede  this  infection. 

(2)  It  is  not  easy  to  distinguish  between  subdural  abscess 
and  simple  involvement  of  the  dura  mater,  both  having  deep- 
seated  pain  and  headache  radiating  from  point  of  inflammation. 
In  such  cases  the  patient  always  received 'relief  from  opera- 
tion, as  one  is  merely  a  forerunner  of  the  other. 

(3)  Subdural  abscess  may  cause  death  by  producing  suppu- 
]-ativo  arachnitis,  and  by  infecting  the  lateral  sinus,  pyaemia 
may  result.  The  abscess  often  discharges  itself  through  the 
antrum,  tympanum,  meatus,  etc.,  but  in  every  case,  even  if 
this  takes  place,  opening  of  the  antrum  should  be  practised. 

(4)  In  large  subdural  abscesses,  besides  the  presence  of 
deep-seated  pain  and  radiating  unilateral  headache,  there  may 
be  varying  degrees  of  arachnitis.  When  the  dura  mater  is  in- 
flamed, we  have  often  neuritis;  the  degree  of  pain  bears  a 
direct  relation  to  the  degree  of  inflammation  and  its  extent. 

(0)  The  mastoid  is  not  always  tender  in  subdural  abscess, 
especially  in  those  cases  where  there  are  no  rhastoid  cells,  but 
in  (hose  crises,  if  the  mastoid  be  sharply  tapped  with  a  plexi- 
metei',  pain  and  tenderness  is  at  once  felt. 

(6)  The  infection  of  the  lateral  sinus  depends  on  the  situa- 
tion of  the  subdural  abscess.  'If  in  the  posterior  fossa,  it  may 
not  be  over  the  siniis  at  all.  It  i-arely  follows  a  first  attack  of 
inflammation  of  the  middle  ear. 

(1)  The  symptoms  of  infection  of  the  lateral  sinus  are  in 
addition  to  those  of  subdural  abscess.  They  consist  solely  of 
in'egular,  rapid  fluctuations  of  temperature,  and  very  often 
amounting  to  a  well-marked  rigor,  though  not  always  so. 

(8)  vSecondary  foci  elsewhere  are  not  necessarily  accompa- 
nied by  actual  thrombosis,  severe  inflammation  of  the  wall  of 
the  sinus,  causing  only  an  opacity  of  the  interior,  may  be  suf- 
ficient to  produce  secondary  foci. 

(!))  Septic  thrombosis  often  goes  on  unnoticed  until  too  late, 
mastoid  tenderness  and  swelling  not  being  a  necessary  accom- 
paniment. It  would  seem  that  the  less  extensive  the  throm- 
bosis the  more  virulent  are  the  symptoms  of  septic  infection. 

(10)  Ligature  of  the  vein  and  sinus  in  septic  infection,  ap- 
parently without  thrombosis,  may  not  stop  the  progress  of 
secondary  foci,  even  though  coagulation  takes  place  in  the 
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sinus,  and  this  is  owing  to  the  extension  of  the  septic  process 
along  the  petrosal  sinus  to  the  cavernous  Kinus. 

(1 1)  When  extensive  thrombosis  exists,  i  t  does  not  seem  neces- 
sary to  remove  the  whole  proximal  and  distal  portions  of  the  clot. 

(12)  The  presence  of  secondai-y  foci  does  not  preclude  the 
chance  of  recovery"  provided  the  supply  of  septic  emboli  be 
stopped. 

(13)  However  advisable  it  may  seem  to  ligature  the  internal 
jugular  vein  beyond  the  limit  of  the  thrombosis,  there  is  no  evi- 
dence to  prove  that  the  complete  removal  of  the  distal  portion 
of  the  clot  is  necessary  or  that  leaving  it  will  in  jure  the  patient. 

(14)  In  spite  of  the  variations  in  the  activity  and  characters 
of  the  conditions  which  result  from  septic  infection  of  the 
lateral  sinus,  it  would  seem  that  the  most  scientific  and  certain 
measure  to  adopt,  in  every  case,  is,  after  opening  the  antrum, 
which  is  a  necessary  antecedent  of  every  operation  of  this  sort, 
ligaturing  the  internal  jugular  vein  and  clearing  out  the  sub- 
dural abscess,  to  remove  as  much  as  possible  of  the  proximal 
portion  of  the  clot,  then  the  whole  distal  portion,  or,  if  there 
be  no  thrombosis,  to  slit  up  the  sinus  beyond  the  limits  of  the 
abscess  wall  and  plug  it  with  gauze  and  iodoform.  Mr.  Lane 
reports  ten  cases  with  two  deaths — a  most  admirable  result. 

Mr.  Hugh  E.  Jones  said  that  Mr.  Ballance,  in  a  paper  writ- 
ten on  this  subject  (^Lancet,  1,  1890)  some  time  ago,  h'eld  that 
it  was  very  unlikely  mischief  would  extend  from  one  lateral 
sinus  to  the  other,  but  Dr.  ISTewton  Pitt  had  collected  22  cases. 
In  4  the  clot  extended  into  the  longitudinal  sinus,  in  3  into  the 
opposite  lateral  sinus^  and  in  one  case  into  all  the  sinuses.  Mr. 
Jones  reported  a  case  where  there  was  partial  occlusion  of  the 
torcular  Herophili.    He  said  the  question,  therefore,  presented 
itself,  is  it  worth  while  to  cut  off  one  avenue  for  the  extension 
of  the  mischief,  whilst  another,  quite  as  open,  remains  unclosed? 
Mr.  Jones'  plan  is  :  (1)  Expose  the  sinus  as  near  as  possible 
to  its  junction  with  the  torcular,  compress  it  there  so  as  to 
control  the  hemorrhage  completely;  (2)  Clear  the  septic  clot 
in  the  usual  way ;  (3)  Scrape  out  the  whole  of  the  interior 
from  the  compress  to  the  sigmoid  flexure  of  the  sinus,  and  plug 
with  antiseptic  gauze. 

The  papers  and  discussion  of  Mastoid  Disease  and  its  com- 
plications are  most  interesting,  and  are  of  great  value.  Many 
cases  are  left  to  die  unrecognized,  and,  others  although  recog- 
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nized,  are  relieved  too  late.  Such  cases  usually  in  this  coun- 
try cume  under  the  care  of  specialists,  and  perhaps  it  would  be 
as  well,  after  the  antrum  had  boon  opened  and  the  disease  still 
progressed,  going  on  to  brain  abscess  and  septic  infection  of 
the  lateral  sinus,  that  the  general  surgeon  should  be  called  in. 
Perhaps  it  would  be  better  that  in  all  acute  cases  the  surgeon 
should  be  associated  with  the  specialist  from  the  first.  Mr. 
Horsley's  suggestion  that  if,  after  a  year's  treatment,  the  sup- 
purative middle  ear  disease  still  continued,  then  the  antrum 
should  be  opened  and  the  diseased  structures  removed,  is  a 
most  excellent  one  and  should  be  made  a  note  of  by  otologists. 

Surgical  Treatment  of  Cerebral  Tumours. — At  the  meeting  of 
the  British  Medical  Association  above  referred  to,  Mr.  Yictor 
Horsley,  in  opening  the  discussion  on  cerebral  tumours  (Lan- 
cet, Aug.  12,  1893),  spoke  first  of  the  treatment  of  the  patient 
previous  to  operation  ;  secondly,  of  the  objects  for  which  sur- 
gical interference  should  be  undertaken  ;  and  thirdly,  of  some 
fresh  points  in  the  technique  of  the  operation.  In  many  cases 
there  was  great  obscurity,  and  the  existence  of  a  cerebral 
tumour  was  overlooked  ;  in  other  cases  there  were  grounds  for 
suspecting  the  existence  of  a  tumour.  No  one  would  operate 
in  any  case  unless  there  was  reasonable  localization  of  symp- 
toms, divided  into  those  of  over-action,  such  as  contraction  of 
muscles,  exaltation  or  perversion  of  sensation,  and  want  of 
action,  such  as  progressive  motor  and  sensory  paralysis.  Three 
symptoms  had  been  called  cardinal  syfnptoms,  viz.,  optic 
neuritis,  headache,  and  vomiting ;  but  one  or  more  of  these 
cardinal  symptoms  might  be  absent,  and  the  surgeon  must 
not  wait  for  them  before  operating.  The  leading  feature  for 
guidance,  Mr.  Ilorsley  thought,  was  the  progressive  character 
of  the  symptoms.  Treatment  by  drugs  should  not  be  pro- 
longed beyond  six  weeks,  unless  there  was  a  striking  improve- 
ment. The  only  cases  susceptible  of  undergoing  cure  were 
those  of  gumma  and  tubercle.  He  insisted  on  the  necessity  of 
employing  surgery,  not  as  a  dernier  ressort,  but  as  a  primary 
means  of  cure.  With  regard  to  the  second  point,  the  objects 
of  surgical  interference  were  the  removal  and  cure  of  the 
neoplasm,  ixlioma  and  glio-sarcoma  were  distinguished  by 
theii-  liability  to  recurrence,  and  in  advanced  cases  he  had 
frequently  declined  to  operate.  Most  cases  recur,  but  life  is 
prolonged  by  removing  those  recurrences.    Even  if  it  were 
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impossible  to  remove  the  tumour,  it  was  possible  to  relieve  the 
symptoms.    By  opening  the  skull  the  agonizing  headache 
could  be  removed,  and  optic  neuritis  and  atrophy  might  disap- 
pear, and  vomiting  would  cease  with  the  headache;  convul- 
sions might  be  mitigated.    But  the  operation  might  produce 
loss  of  power;  this,  however,  would  be  more  than  counter- 
balanced by  the  advantages  mentioned.  As  to  thethiid  point, 
as  to  the  best  method  of  opening  the  skull.    It  had  been  ob- 
served that  where  positive  cranial  tension  already  existed,  the 
mere  pressure  of  the  trephine  might  produce  immediate  failure 
of  the  heart's  action.    It  was,  therefore,  important  to  remove 
bone  without  pressure,  and  this  could  be  done  by  a  saw  run- 
ning at  a  great  pace.    He  had  given  up  the  circular  saw,  and 
showed  a  linear  cutting  instrument.    The  only  drawback  was 
the  vibration  due  to  the  velocity.    He  objected  to  the  osteo- 
plastic method  of  raising  a  flap  of  bone.    It  was  not  a  good 
method  in  the  interests  of  the  patient.    From,  close  observa- 
vation  in  adult  and  child,  he  was  sure  that  the  pericranium 
has  no   osteogenic  power,  and  consequently  it  was  of  no 
moment  whether  it  was  retained  in  contact  with  the  bone  or 
not.    In  cases  where  the  dura  mater  had  been  affected,  it  had 
to  be  cut  away,  and  it  was  not  possible  to  replace  the  bone. 
Where  bone,  was  to  be  replaced,  the  practice  of  American  sur- 
geons of  returning  large  portions  of  it  should  be  followed,  and 
it  should  not  be  cut  into  small  pieces.    In  certain  cases,  tam- 
poning the  wound  m  the  brain,  as  recommended  by  Bergmann, 
might  be  of  great  service.    Fatal  shock  might  be  prevented 
by  dividing  the  operation  into  two  stages,  the  bone  being  re- 
moved at  one  operation,  and  at  a  second  one,  performed  after 
a  few  days'  interval,  the  dura  mater  might  be  opened  and  the 
tumour  removed. 

Prof  Macewen  agreed  with  Prof.  Horsley  on  the  great 
advantages  to  be  derived  from  palliative  operations.  The  two 
areas  of  the  cerebellum  had  been  freely  opened  by  him,  with 
great  relief,  absolutely  regarding  pain,  and,  to  a  great  extent, 
the  paralysis.  With  regard  to  the  reimplantation  of  bone,  he 
reimplanted  the  whole  bone  if  it  was  from  a  young  subject,  but 
if  from  an  older  person  the  bone  required  to  be  detached  into 
smaller  portions,  as  if  one  part  was  not  well  nourished,  grave 
mischief  resuUed  in  attempting  to  remove  the  diseased  part. 
Intestinal  Obstruction.— At  the  meeting  of  the  British .  Asso- 
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ciation,  Mr.  Page  (^Lancet,  Aug.  12th,  1893)  opened  a  dis- 
cussion on  the  above  subject.  By  acute  obstruction  he  meant 
'*  total  arrest  of  the  passage  of  fajcos  and  flatus."  In  strangu- 
hited  hernia  the  treatment  is  obvious,  and  herniotomy  is  suc- 
cessful in  proportion  to  its  early  performance,  and  he  said  great 
damage  was  often  done  by  taxis.  When  no  hernia  can  he 
found,  the  seat  of  the  hernia  must  be  within  the  abdomen,  and 
treatment  must  be  similar.  It  is  not  always  possible  to  say 
that  the  symptoms  are  due  to  strangulation  or  to  some  acute 
inflammatory  process  due  to  suppuration,  gall  bladder,  peri- 
tonitis, or  typhlitis.  To  treat  the  acute  inflammatory  attack 
by  taxis  and  repeated  injections  of  air  and  fluid  would  lead  to 
disaster.  Mechanical  obstruction  or  perforation  are  best  treat- 
ed by  abdominal  section,  and  it  is  impossible  often  to  tell  the 
cause  of  obstruction  or  peritonitis  without  opening  the  abdo- 
men, and  the  earlier  the  operation  is  done  the  better  the  chance 
of  success. 

Mr.  Hutchinson  spoke  in  favor  of  taxis  in  hernia  and  intes- 
tinal obstruction,  and  after  taxis  for  hernia  recovery  was  the 
rule.  Operation  was  attended  by  risk,  and  the  opening  of  the 
sac  in  hernia  had  a  special  risk.  ]N"o  comparison  could  be 
made  between  herniotomy  and  opening  the  sac  and  opening  the 
peritoneum  in  a  healthy  state.  The  inflamed  sac  of  an  inguinal 
hernia  could  not  be  laid  open  with  impunity.  In  advocating 
taxis  he  was  not  apologizing  for  delay.  The  patient  applica- 
tion of  taxis  was  very  different  from  delay,  and  if  he  applied 
ice  he  waited  to  see  the  effect.  He  used  forcible  taxis  as  much 
as  his  fingei-s  permitted,  but  he  used  it  carefully,  steadying  the 
neck  of  the  sac  until  his  hands  were  tired.  He  had  then  asked 
another  surgeon  to  continue  taxis,  and  had  gone  on  tiring  the 
hands  of  his  surgical  colleagues  until  the  hernia  was  reduced. 
Acute  intestinal  obstruction  could  not  bo  defined,  and  he  ob- 
jected  to  Mr.  Page's  definition  of  it.  There  was  no  one  lesson 
that  could  be  associated  with  any  definite  symptoms,  and 
though  there  were  a  few  cases  in  which  operation  might  be 
necessary,  yet  they  were  so  mixed  in  their  symptoms,  iuid 
they  were  so  indistinguishable,  that  he  thought  it  wise  to  let 
the  few  cases  go.  The  risk  was  far  greater  if  the  abdomen  was 
opened.  His  point  was  to  try  abdominal  taxis  thoroughly, 
and  he  could  mention  a  dozen  cases  where  success  followed 
this  method  of  treatment. 
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His  plan  was  to  give  chloroform  and  hold  the  patient  up  by 
the  legs,  and  to  shake  him,  to  give  him  enemata,  and  to  push 
the  intestines  from  side  to  side  vigorously.  He  stated  that 
there  were  many  cases  of  intestinal  obstruction,  whether  band 
or  twist,  where  the  bowel  might  be  replaced  by  abdominal 
taxis.  In  the  London  Hospital  he  did  not  know  of  more  than 
a  single  case  in  which  laparotomy  had  been  successful.  If 
abdominal  taxis  failed,  he  thought  the  chance  of  patient  was 
much  better  if  abdominal  section  was  not  undertaken. 

Mr.  Morison  objected  to  Mr.  Hutchinson's  doctrines  and 
practice.  He  did  not  attempt  taxis,  but  performed  immediate 
herniotomy.  Of  100  cases  of  herniotomy,  only  one  died  of 
peritonitis. 

Mr.  Eivington  thought  that  Mr.  Hutchinson  altogether 
undervalued  the  operation  of  abdominal  section.  The  fact  that 
operations  were  not  successful  in  the  London  Hospital  was  that 
they  were  performed  too  late.  The  cases  often  did  not  come 
under  the  surgeon's  care  until  the  time  had  passed  when  a 
successful  issue  might  have  been  expected  from  operation.  He 
fully  recognized  the  value  of  manipulation,i  and  had  relieved 
several  cases  by  kneading  the  abdomen  under  chloroform  and 
by  enemata.  Operation  ought  to  be  performed  within  the  first 
24  hours.  If  taxis  and  enemata  failed,  the  surgeon  should 
proceed  to  operate  without  dela}^  When  a  number  of  cases  of 
operation  within  24  hours  are  put  on  record,  it  would  be  fair 
to  compare  the  results  with  those  obtained  by  abdominal  taxis 
and  delay. 

Dr.  Newman  said  that  two  years  ago,  in  Glasgow,  there  was 
a  similar  discussion,  with  equal  diversity  of  opinion,  but  the 
conclusion  arrived  at  was  that  patients  with  intestinal  obstruc- 
tion should  be  admitted  into  the  surgical  wards.  He  had 
made  many  necropsies  a^  pathologist  for  10  years,  and  had 
never  met  a  case  in  which  the  operation  had  caused  the  death 
of  a  patient.  The  abdomen  might  be  safely  opened  to  make 
a  diagnosis,  and  the  advantages  of  early  operation  were  shown 
well  in  reference  to  the  surgery  of  the  kidney.  His  experience 
from  the  post  mortem  table  was  that  more  cases  died  from  the 
want  of  operation  than  from  the  operation  itself. 

It  seems  strange  to  hear  at  this  time  a  discussion  taking 
place  as  to  the  advisability  or  not  of  abdominal  section  in 
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cases  of  intestinal  obstruction.  On  this  side  of  the  Atlantic 
it  is  rcgai'ced  as  ordinary  pi-actice,  and  the  only  trouble  is 
that  surgeons  as  a  rule,  get  the  cases  too  late,  or  operation 
is  refused  until  the  patient  is  in  extremis.  As  time  goes  on, 
these  cases  from  the  first  will  be  treated  surgically,  and  the 
public  will  be  educated  to  the  fact  that  the  operation  is  always 
performed  in  the  best  interests  of  the  patient,  and  will  offer  no 
further  objections  to  early  exploratory  incision.  At  present, 
in  a  case  of  strangulated  hernia,  the  surgeon  is  called  in  from 
the  first,  and  the  patient  and  friends  not  only  do  not  object, 
but  seek  operation.  So  .  should  it  be  in  acute  intestinal  ob- 
struction. 

.    Infectious  Appendicitis.— Dr.  Eobert  T.  Morris,  of  New  York, 
in  a  most  interesting  paper  on  the  above  subject,  read  before 
the  Pan-American  Medical  Congress    (Annals  of  Surgery, 
October,  1893),' says  that  Appendicitis  is  an  infectious  exuda- 
tive inflammation  of  the  appendix  vermiformis  ca-ci,  origina- 
ting in  any  local  cause  for  displacement  of  the  secondary 
epithelium  of  the  mucosa  of  the  appendix,  and  progressing  by 
bacterial  invasion  into  the  rich  layer  of  adenoid  tissue,  which 
is  under  compression.    Bacteria  once  having  penetrated  the 
adenoid  tissue,  remain  there  and  develop  for  an  indefinite  time 
with  widely  varying  degrees  of  rapidity.    The  natural  course 
of  the  inflammation  is  protracted,  and  marked  by  slow  erosion 
of  the  mucosa  and  adenoid  tissue,  caused  by  the  pressure  of 
exudates  and  infiltrates.    A  more  rapid  destructive  process 
follows,  passive  blocking  of  the  inner  tube  within  the  outer, 
when  exudation  into  the  adenoid  tissue  is  oxcesssve.  The 
most  rapid  destructive  process  occurs  when  the  muscular 
sheath,  irritated  to  the  point  of  spasm,  contracts  firmly  down 
upon  the  swollen  inner  tube.    Incidents  in  tlio  course  of  the 
disease  ai'e  :  (1)  Infection  along  the  lymph  channels  from  the 
appendix  to  the  colon,  causing  typhlitis,  perityphlitis,  paraty- 
phlitis, and  ca^citis.    (2)  Extension  of  thrombosis  along  the 
veins  of  the  appendix,  resulting  in  mesenteric  thrombo-phlobitis, 
pyle-phlobitis,  portal  embolism,  and  abscess  of  the  liver.  (3) 
Local  peritonitis  from  direct  infection  of  peritoneal  investment 
of  the  appendix.     (4)  General  peritonitis  from  infectious 
thrombi  in  the  veins  of  the  portal  system,  and  from  poisoned 
peritoneal  exudates.    (5)   Local  absceesos  in  sub-peritoneal 


250 


connective  tissue.  The  layei*  of  epitlielium  which  guards  the 
adenoid  layer  against  infection  is  easily  injured  l^y  for- 
eign bodies  or  fajcal  concretions,  especially  when  violent 
exorcise  or  a  blow  causes  forcible  impact  of  the  mucosa 
against  such  bodies.  Dr.  Morris  believes  many  acute 
attacks  of  appendicitis  follow  the  efforts  of  parturition. 
Wherever  the  mucosa  is  injured  this  is  likely  to  occur.  Thus 
it  is  occasionally  a  complication  of  typhoid  fever  or  dysentery 
or  cholera.  The  epithelium  of  the  mucosa  of  the  appendix 
being  once  destroyed,  infection  and  necrosis  are  always  pos- 
sible and  imminent,  thougb  the  process  might  take  years  to 
develop.  The  outside  of  the  appendix  may  be  normal  in  ap- 
pearance, when  its  mucous  membrane  is  necrosed.  When  the 
peritoneum  becomes  atfocted,  there  is  a  process  of  suppuration,' 
with  throwing  off  of  infectious  products,  then  bacterial  changes, 
and  finally  perforation  and  general  peritonitis.  The  most 
painful  cases,  as  well  as  the  most  severe,  are  those  in  which 
there  is  a  spasm  of  the  muscular  coat.  The  "exudates  in  the 
tissues  being  crowded"  to  the  end,  the  appendix  has  a  bulbous 
appearance.  In  cases  where  the  exudate  is  over  the  iliac 
arteries  the  pain  is  also  great,  owing  to  the  strong  pulsation 
of  these  vessels.  If,  in  addition  to  this,  the  large  nerves  of 
the  pelvis  I'espond  to  irritation  with  neuralgia,  the  condition 
of  the  patient  is  deploi'able.  Infection  from  the  appendix  to 
the  walls  of  the  Cfecum  and  colon,  in  mild  cases,  may  cause  a 
constipation  from  inhibition  of  peristalsis,  or  a  diarrhoea  from 
the  irritation  of  ptomaines.  The  infection  may  be  so  insi- 
dious as  to  cause  perforating  necrosis  of  the  colon  several 
inches  away  from  the  appendix,  when  the  appendix  is  out- 
wardly perfectly  normal.  There  is  apt  to  be  an  area  of  throm- 
bosed veins,  however,  extending  between  the  bowel  and  the 
necrotic  area.  This  involvement  of  the  neighbouring  parts 
has  been  variously  named  typhlitis,  perityphlitis,  etc.,  but  in 
all  such  cases  the  focus  of  infection  can  be  traced  to  the  ap- 
pendix. Bilious  vomiting  is  not  always  present  in  appendici- 
tis, but  in  all  acute  cases  is  characteristic  of  reversed  peristal-  , 
tic  action.  T)r.  Morris  cla.ssifies  four  kinds  of  relapsing 
appendicitis.  (1)  Cases  in  which  the  poisoned  peritonaeum  of 
the  appendix  re.-^ponds  in  various  mild  exacerbations  of  local 
peritonitis.    Colic  is  not  a  marked  feature  of  these  cases,  and 


the  septic  symptoms  are  not  important.    (2)  Cases  m  wh.ch 
he  mus  uUu-  coat  of  the  appendix  is  excited  to  the  point  of 
Tll  fL  time  to  time.    Colic  is  the  most  sal'^nt  symp  om 
but  slticcemiais  not  severe  or  persistent.   (3    Cases  .n  which 
snl  l  or  larger  portions  of  the  inner  tabe  slough  and  cause 
m^l  ed  septfcmia,  until  the  sloughs  have  decomposed  enough 
to  escape  into -the  bowel.    (4)  Cases  in  which  a  chrome  ab- 
scess cavity  fills  in  exacerbation,  and  empties  by  slow  absorp- 
tion nt  irregular  intervals,  and  whore  persistent  septicemia  is 
the  chief  symptom.  In  all  cases  of  infectious  character,  opera- 
tion should  be  early.    In  the  simplest  cases,  an  incision  only 
one  inch  and  a  half  long,  following  the  line  of  the  aponeurosis 
of  the  external  oblique  muscle,  was  required.    The  anterior 
lono-itudinal  band  of  the  colon  should  be  looked  for  and  fol- 
low'ed  to  the  appendix,  which  latter  should  be  drawn  out,  and 
the  mesentery  tied  with  catgut.    The  outer  tube  is  now. 
snipped  through  with  scissorn,  very  close  to  the  cfECum.  The 
inner  tube  is  then  ligated  with  a  strand  of  eye  silk  well  down 
into  the  CJBCum,  and  the  stump  of  the  inner  tube  cut  short. 
The  peiitonseum  around  the  stump  is  scarified  until  pink  serum 
exudes,  and  then  closed  over  the  stump  with  three  or  four 
Lembert  sutures  of  catgut.    If  the  ligature  escapes,  it  will  go 
into  the  lumen  of  the  bowel,  and  give  no  further  trouble.  The 
wound  of  the  abdominal  wall  is  closed  with  silkworm  gut 
sutures,  which  include  peritooaium,  tranSversalis  fascia  and 
transversalis  and  internal  oblique  aponeurosis,  the  knots  being 
cut  short,  to  remain  permanently.    The  external  oblique 
aponeurosis  must  have  its  own  row  of  sutures,  and  the  skin 
closed  with  very  fine  catgut.    In  severe  cases  a  larger  incision 
is  necessary,  the  patient  in  such  cases  being  in  the.  Trendelen- 
berg  position.    In   the   severest   cases,   with   abscess  and 
extensive  induration,  the  incision  should  be  four  inches  and  a 
half  long,  and  the  cavity  should  bo  cleansed  with  saline 
solution  and  peroxide  of  hydrogen,  and  then  packed  with 
gauze. 

Dr.  Mlorris  reports  48  cases,  with  four  deaths  in  cases  where 
there  was  a  large  amount  of  exudate  and  pus.  In  all  cases, 
even  where  the  adhesions  ai-e  extensive,  Dr.  Morris  advocates 
separation  and  the  removal  of  the  origin  of  the  disease,  the 
.jppendix. 
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I  have  made  an  extensive  abstract  of  Dr.  Morris  paper,  on 
account  of  its  suggestiveness,  and  although  not  agreeing  with 
him  in  every  point,  still  his  paper  affords  much  material  for 
thought,  and  throws  much  new  light  on  the  more  chronic  and 
milder  forms  of  the  disease.  The  pathology  is  almost  too  good 
to  be  true,  and  fits  most  exactly  into  the  symptoms  and  lesions 
for  which  an  exj)lanation  is  sought. 

Radical  Cure  of  Hernia  by  the  Implantation  of  -Bone— Thiriai-, 
in  Le  Mercredi  Medical,  May  24th,  1893,  describes  his  method 
of  radical  cure  for  hernia  by  the  implantation  of  a  decalcified 
plate  of  bone.  After  carefully  isolating  the  sac  to  above  the 
internal  ring,  he  then  ligates  and  resects  it.  On  being  released 
the  stump  disappears  within  the  abdomen.  Between  the 
peritonaeum  and  abdominal  wall  a. plate  of  decalcified  bone  is 
inserted;  this  is  held  in  place  by  the  sutures  which  pass 
through  the  edge  of  the  orifice  and  unite  the  pillars.  The  size 
of  this  plate  is  larger  than  that  of  the  opening,  and  varies 
from  3-5  c.  m.  long,  the  same  in  breadth,  and  8-12  m.  m.  in 
thickness.  The  canal  is  closed  with  catgut  sutures,  and  then 
the  edges  of  the  skin  wound  brought  together,  and  drainage 
put  in  or  not.  The  author  has  practised  this  operation  25 
times  in  the  last  eight  months,  and  has  as  yet  no  relapses.  In 
one  of  his  earlier  cases  the  plate  was  discharged  in  15  days 
one-third  the  size ;  the  patient,  notwithstanding,  was  cured 
and  remains  so.  The  author  claims  that  as  the  plate  disappears, 
it  is  gradually  replaced  by  cicatricial  or  fibrous  tissue  which 
effectually  plugs  the  opening  and  prevents  recurrence  (quoted 
in  Univ.  Med.  Mag.,  Sept.  1893).  This  operation  is  not  likely 
to  prove  one  that  will  take  a  permanent  place  in  the  radical 
cure  of  hernia,  for  cicatricial  tissue  has  been  proved  conclu- 
sively to  be  gradually  absorbed  and  not  to  be  depended  upon 
to  prevent  recurrence  of  hernia.  The  time  elapsed  (eight 
months  in  the  oldest  cases)  is  too  short  to  enable  the  author 
to  pronounce  such  a  decided  opinion  as  to  the  value  of  his 
operation. 

Grangrene  in  Strangulated  Hernia — Resection  versus  Anus 
Pruiternaturalis. — Conclusions  from  Cases. — H.  P.  Zeidler,  of  St. 
Petersburg,  has  ti-eated  this  subject  in  an  exhaustive  raannei-. 
(Centralblatt  f.  Chirurgie,  January  23rd,  1893.)  The  ]iaper 
gives  the  histories  of  289  cases  in  which  primary  resection 
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was  performed  for  strangulated  hei-nia,  and  2S1  where  an 
artificial  anus  was  made.  In  the  first  group  142  (49^  p.c.) 
died,  and  in  the  second  216  (74.22  p.c).  From  the  first 
series  20  cases  and  from  the  second  74  cases  are  excluded, 
because  definite  cause  of  death  was  not  statod,  and  the  result 
is  that  in  the  first  group  of  cases  (resection)  25.65  p.c.  died 
from  causes  independent  of  the  operation,  and  28.G4  p.c.  in  the 
second  group  (artificial  anus).  Death  due  to  resection  directly 
occurred  in  19.66  p.c:  due  to  formation  of  anus  prajter- 
naturalis,  36.65  p.c. 

A  contra-indication  to  primary  resection  is  the  presence  of 
diffuse  peritonitis,  especially  when  combined  with  collapse.  If 
collapse  is  absent,  resection  is  not  absolutely  contra-indicated. 
The  greatest  danger  in  resection  is  the  occurrence  of  gangrene 
of  the  sutured  intestine  ;  the  next  greatest  is  peritonitis,  due  to 
infection  of  the  sac.  The  sutures  in  resection  should  always 
go  through  healthy  tissue,  and  unless  the  condition  of  the 
patient  is  very  good,  a  radical  cure  should  not  be  attempted. 

In  the  formation  of  an  artificial  anus  nearly  all  the  dangers 
exist  which  are  present  in  primary  resection,  and,  also,  in 
addition,  certain  dangers  which  are  absent  from  the  lattei-. 
The  only  advantages  are  shortness  of  operation  and  rapid  and 
complete  emptying  of  the  intestine.  This  operation  can  be 
made  use  of  temporarily,  since  Eeidel  has  shown  that  the  anus 
praeternaturalis  can  be  closed  after  a  day  or  so  by  an  early 
secondary  resection,  namely  in  such  cases  where  primary 
resection  is  contra-indicated  on  account  of  severe  collapse,  or 
on  account  of  the  impossibility  of  placing  the  sutures  in 
entirely  sound  tissues  where  the  gangrene  is  not  absolutely 
determined.  The  formation  of  artificial  anus  as  an  exclusive 
treatment  of  gangrenous  hernia  should  be  given  up. — (Con- 
densed from  the  Annals  of  Surgery,  Sept.,  1893). 

Hernia  of  the  Vermiform  Appendix. — A  Report  0/41  Cases. — 
Dr.  Briege,  of  Breslau,  has  collected  a  series  of  41  cases,  20 
inguinal,  15  femoral,  and  16  variety  not  stated.  In  26  cases 
operation  was  performed ;  16  cases  were  entirelj^  cured,  two 
were  cured,  but  had  a  fistulous  opening  remaining,  five  died, 
and  in  three  the  result  is  not  stated.  From  a  study  of  these 
cases.  Dr.  Briege  comes  to  the  following  conclusions: — 

(1)  Hernia  of  appendix  vermiformis  is  more  frequent  than 
is  generally  accepted. 
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(2)  It  is  impossible  to  diagnose  with  cei-tainty  a  hernia  of 
the  appendix.  Where  there  are  present  the  symptoms  of  an 
incarcerated  hei-nia  in  the  right  inguinal  or  femoral  region, 
one  should  think  of  the  possibiliiy  also  of  a  hernia  of  the  ap- 
pendix. 

(3)  A  hernia  of  the  appendix  may  produce  more  or  less 
severe  complications,  inasmuch  as  the  appendix  is  so  fre- 
quently the  seat  of  pathological  processes. 

(4)  This  form  of  hernia  demands  early  operative  interfer- 
ence, because  of  the  threatened  complications  which  maj'^ arise 
from  the  appendix. 

(5)  This  operation  must,  almost  without  exception,  consist 
of  resection  of  the  appendix.  The  appendix  must  not  be  re- 
turned unless  absolutely  normal. — (Arehiv.  fur  Klin.  Ghir., 
Bd.  xlv.,  Hft.  4.   Quoted  in  Annals  of  Surgery,,  Sept.,  1893.) 

I  have  seen  only  one  case  of  strangulated  hernia  which  in- 
cluded the  appendix,  and  in  this  the  symptoms  were  most 
urgent,  the  pain  being  especially  severe.  1  operfited  within 
eight  hours  of  the  onset  of  the  symptoms,  and  found  in  the 
inguinal  cannl  a  piece  of  small  bowel  and  an  appendix  much 
swollen  and  congested  -from  consti-iction.  The  bowel  was  of 
rather  dark  color.  Both  structures  were  returned,  and  the 
case  did  well.  This  was  six  years  ago,  and  the  patient,  when 
seen  i-ecently,  had  no  return  of  the  hernia,  the  cure  being  ra- 
dical, although  the  only  operation  was  simply  cutting  off  the 
sac  and  closing  the  external  wound. 

Extirpation  of  a  Tumour  of  the  Liver. — Bei-gmann  says 
(  Verhand.  der  Deutsch  G-eselL  f.  Ghir.,  XXII.  Kongress,  1893) 
most  operations  on  the  liver  are  done  for  echinococcus,  in 
which  a  portion  of  the  liver  can  rarely  be  removed.  Langen- 
buch  removed  a  lobe  in  1888,  with  good  results.  Syphiloma 
of  the  liver  is  most  frequently  the  excuse  for  removing  a  por- 
tion of  the  organ.  In  the  early  part  of  last  year  Von  Eisels- 
berg  removed  a  lar^e  carcinoma  of  the  liver.  In  a  case  of 
carcinoma  ot  the  gall-bladder,  Hoch  en  berg  removed  the  disease 
with  the  neighboring  portion  of  the  liver.  The  largest  tumour 
of  the  liver  ever  operated  upon  with  good  j-esult  was  by  Liicke. 

The  tumour  operated  on  b}^  Bergraann  was  a  round,  ver}"- 
movable  mass,  situated  on  a  level  with  the  umbilicus,  in  the 
middle  line.    It  seemed  to  be  in  connection  with  the  liver,  and 
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presented  symptoms  of  an  echinococcus  of  that  organ.  It  was 
small  and  ofuniform  consistency,  and  liver  brown  m  colour 
It  was  easily  drawn  through  the  wound,  and  was  found  attached 
to  the  liver  by  a  pedicle  10  c.  m.  long  and  4  c.  m.  ihick.  Ihe 
pedicle  was  cut  otT,  the  larger  vessels  ligated,  and  the  remain- 
ing controlled  by  sponge  pressure.  The  tumour  was  found  to 
be  a  tubulous  gland  adenoma,"  a  variety  of  tumour  closely 
allied  to  primary  liver  carcinoma  and  the  hyperplastic  ade- 
noma —(Quoted  in  Annals  of  Surgery,  Nov.,  1893). 

Laparotomy  for  Perforating  Ulcer  of  the  Stomach -Knoge 
(Berlin  Klin.  Woch,  No.  49-50,  1892)  reports  thecaseof  a  man, 
aged  41,  seized  with  collapse  in  the  course  of  ulcer  of  the 
stomach,  on  whom  he  performed  laparotomy.    A  median  in- 
cision gave  exit  to  some  gas  and  some  of  the  stomach  contents. 
The  intestines  were  slightly  injected.    A  transverse  incision 
was  made,  and  the  gastro -hepatic  omentum  torn  through,  but 
the  ulcer  was  not  seen  op  either  the  front  or  back  wall  of  the 
stomach.    The  incision  was  then  prolonged  to  the  right,  and 
an  opening  the  size  of  a  pea  found  3  cm.  from  the  cardiac 
orifice.    It  was  closed  with  sutures,  and  gauze  left  in  for  drain- 
age.   Eecovery  was  rapid,  and  patient  was  out  of  bed  in  15 
days.    This  opei-ation  had  been  done  previously  only  seven 
times,  without  a  single" success,  but  in  most  of  the  cases  there 
was  marked  peritonitis.    In  such  cases  early  operation  should 
be  preformed.    The  perforation  will  usually  be  found  near  the 
cardiac  end.    In  the  first  few  days  after  operation  the  patient 
should  bo  fed  entirely  by  the  rectum,  and  morphia  should  be 
given  to  relieve  pain.— (Quoted  in   Univ.  Med.  Mag.,  Oct., 
1893). 

Bai-ling  (Birmingham  Med.  Eevieiv,  Vol.  XXIV.,  No.  181,  p. 
129)  reports  the  successful  treatment  of  a  case  of  gastric  ulcer, 
with  perforation  and  peritonitis,  by  abdominal  section.  He 
had  operated  previously  in  two  other  cases  unsuccessfully. 
The  first  case  was  one  of  latent  gastric  ulcer  in  a  girl  aged  22, 
presenting  symptoms  of  peritonitis.  The  abdomen  was  opened 
six  hours  after  the  onset  of  the  acute  manifestations.  The 
source  of  the  perforation  could  not  be  found  at  the  operation^ 
and  death  took  place  24  hours  later.  The  autopsy  disclosed  a 
perforating  gastric  ulcer  in  the  anterior  wall  of  the  stomach, 
nearer  the  cardiac  than  the  pyloric  end  of  the  stomach. 
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The  second  case  occurred  in  a  ^\v\  20  years  old,  with  a  pre- 
vious history  of  gastric  ulcer.  Symptoms  of  pei-itonitis  de- 
veloping suddenly,  the  possibility  of  perforation  was  considered, 
and  the  abdomen  was  opened.  At  about  the  middle  of  the 
anterior  wall  of  the  stomach  an  opening  wilh  indurated  mar- 
gin was  found.  ,  Five  Lembert's  sutures  were  introduced,  the 
abdomen  flushed  and  then  closed,  a  drain  having  been  intro- 
duced. Death  occurred  30  hours  after  the  operation.  The 
autopsy  revealed  well  marked  peritonitis,  especially  in  and 
around  the  portal  fissui-es,  and  about  a  pint  of  purulent  fluid 
escaped  from  the  abdomen.  The  anterior  perforation  was 
found  to  be  closed  effectively.  A  second  ulcer  which  had 
almost  perforated  was  found  on  the  po.4terior  wall. 

The  third  case  occurred  in  a  domestic  29  years  old,  who  was 
suddenly  seized  with  severe  abdominal  pains,  vomiting  and 
faintness.  She  had  previously  sufl'ered  from  epigastric  pain 
and  vomiting,  though  she  had  never  had  hematemesis  or 
melena.  The  acute  symptoms  had  set .  in  a  day  after  the 
ingestion  of  a  heavy  meal  with  a  feeling  of  something  having 
given  way  in  the  abdomen.  Peritonitis  soon  set  in,  and  the 
diagnosis  of  perforation  from  gastric  ulcer  was  made.  Under 
appropriate  treatment  the  girl  did  fairly  well  for  a  number  of 
days,  until  pain  was  complained  of  in  the  left  hypochi'ondriac 
and  lumbar  regions,  soon  followed  by  swelling  in  the  left 
hj'pochondrium.  Under  treatment  the  symptoms  again 'sub- 
sided, but  the  condition  of  the  patient  appearing  precarious; 
abdominal  section  was  decided  on.  An  incision  was  made 
over  the  swelling  in  the  left  hypochondrium.  and  a  small 
abscess  found  behind  the  stomach  and  evacuated.  The  patient 
doing  badly  after  the  operation  had  been  in  progress  ten 
minutes,  a  drainage  tube  was  introduced  into  the  abdominal 
cavity  and  the  wound  speedily  closed.  Eather  contrary  to 
expectation,  the  case  did  well.  Further  progress  was  compli- 
cated by  phlebitis  in  both  legs,  but  recovery  ultimately  ensued. 

The  author  recommends,  before  closing  the  perforation  in  the 
stomach,  the  passing  of  a  drainage  tube  into  the  stomach 
through  the  orifice  of  perforation,  and  evacuating  any  fluid 
present,  and  afterwards  the  abdomen  should  be  drained  by  two 
tubes,  one  placed  in  situ  close  to  the  peiforation  and  the  other 
introduced  into  the  abdomen  immediately  above  the  pubes — 
{Med.  News,  Nov.  11th,  1893.) 


267 


Resection  of  the  Rectum,  with  Transverse  Separation  of  the 
Sacrum.— Levy  proposed,  more  than  three  years  ago,  a  method 
of  resection  of  the  rectum,  the  prominent  features  of  wlaich  in- 
cluded the  proposition  to  (1)  Leave  intact  the  lower  or  exter- 
nal anal  sphincter ;  (2)  To  preserve  the  coccyx;  (3)  To  avoid 
injury  to  the  levator  ani.  He  has  recently  modified  this  pro- 
cedure as  follows : — An  arch-shaped  incision  is  made  through 
the  skin  and  fascia,  over  the  lower  end  of  the  sacrum.  This 
is  located  a  finger's  breadth  above  the  points  of  the  cornua  of 
the  coccyx.  Laterally  it  is  continued  upon  either  side  to  a 
point  5  cm.  from  the  tuberosity  of  the  ischium  and  parallel  to 
the  course  of  the  gluteus  maximus.  Below  the  fourth  sacral 
foramen  the  incision  is  carried  to  the  bone.  The  lateral  mus- 
cular fibres  are  separated  by  a  blunt  dissector  until  the  lateral 
edge  of  the  great  sacro-sciatic  ligament  is  reached.  This  is 
carefully  divided  upon  a  grooved  director.  A  chain  saw  is  now- 
introduced  in  front  of  the  sacrum,  a  special  elevator  being  used 
to  separate  the  soft  pai-ts  upon  its  anterior  surface.  The  chain 
saw  is  passed  between  these  bones.  The  flap  of  bone  and  skin 
is  now  drawn  downwards,  the  coccygeus  and  sacro-sciatic  liga- 
mciiLs  buing  still  further  divided  if  necessary.  The  pudendo- 
hffimorrhoidal  and  fourth  sacj-al  nerves  are  not  injured  by  this 
procedure.  In  case  an  insufficient  amount  of  space  is  afforded, 
the  osteo-plaslic  flap  may  be  divided  longitudinally. — (Berlin 
Klin.  Woch,  jS'o.  13,  1893.  Quoted  in  Annals  oj  Surgery, 
Oct.,  1893). 

In  a  letter  to  AnnaU  of  Surgery,  Sept.,  1893,  on  the  "  Priority 
of  the  Operation  of  Intra-Cranial  Neurectomy,"  Krause,  of  Altona, 
states  he  first  performed  the  operation  on  Feb.  23rd,  1892.  He 
has  operated  on  five  cases.  His  method  of  procedure  is  as 
follows :  After  making  the  flap  of  scalp  and  bone  in  the  tem- 
poral region,  the  cranium  is  opened  and  the  dura  mater  strip- 
ped from  the  base  of  the  skull.  The  root  of  the  arteria 
meningea  media  is  next  ligated  and  divided,  and  then  the 
third  and  second  divisions  of  the  fifth  nerve  in  their  entire 
extent,  from  the  foramina  ovale  and  rotundum  to  the  ganglion 
Gasserii,  are  freed.  Next  the  dura  mater  is  lifted  back  from 
the  nerves  with  the  elevator,  and  the  nerves  are  lifted  away 
from  the  underlying  bone.  This  isolation  is  carried  as  far 
back  as  the  ganglion  itself,  indeed  until  the  ganglion  is  brought 
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into  view.  The  second  and  third  divisions  are  now  divided 
with  a  pointed  tenotome  at  the  foramina  rotundiim  and  ovale. 
The  G-asserian  ganglion  is  now  seized  transversely  in  its  pos- 
terior part  by  Thiersh's  nerve  forceps.  By  careful  twisting, 
the  entire  trifacial  root  is  brouglit  away.  In  all  five  cases 
recovery  took  place,  and  since  then  there  are  has  been  no  re- 
turn of  the  pain. 

Contribution  to  the  Treatment  of  Cleft  Palate. — Kuester  has 
operated  in  22  cases,  of  which  13  were  females  and  9  males, 
varying  from  3^  to  36  years.  The  last  10  patients  were  all 
cured  by  a  single  operation.  He  operates  With  the  head  down, 
using  Langenbeck's  method,  and  ansesthetizing  the  patient. 
He  modifies  the  freshening  of  the  edges,  in  that  he  pierces  the 
middle  of  the  uvula  by  a  two-edged  knife  and  forms  a  flap  ex- 
tending on  both  sides  to  the  posterior  border  of  the  hard 
.palate.  In  this  manner  the  velum  palati  and  the  uvula  are 
lengthened  and  broadened,  so  that  they  are  easily  applied  to 
the  bony  surface.  He  avoids  further  cutting  through  the 
velum  and  severing  the  tensor  palati,  but  rather  does  he  in- 
cise the  velum  only  so  far  as  to  cut  the  nasal  mucous  mem- 
brane with  a  button  bistoury  where  it  passes  over  into  the 
soft  palate  from  within  outward.  In  applying  the  sutures  to 
the  uvula,  a  silk  thread  is  passed  through  and  held  to  act  as  a 
guide  and  to  oppose  tensioo.  The  whole  operation  took  from 
one-half  to  three-quarters  of  an  hour.  The  sutures  are  painted 
with  iodoform  collodion,  and  a  tamponade  of  iodoform  mull 
employed  in  cases  of  profuse  haemorrhage,  and  then  only  for 
a  few  minutes.  He  rejects  •'W"olff''8  method  of  making  lateral 
incisions,  with  employment  of  silver  wire  sutures  to  relieve 
tension,  as  disadvantageous  and  favouring  lateral  defects. 
Daily  irrigation  of  the  nose  is  also  unnecessary.  The  opera- 
tion in  two  sittings  is  only  justifiable  in  cases  of  very  broad 
fissure.  To  avoid  gangrene  of  the  margins  of  the  wound,  he 
has  used  in  several  the  tertiary  silver  wire  suture.  Healing 
of  the  wound  can  be  much  accelerated  by  painting  it  with 
tincture  of  cantharides.  Speech  training  should  precede  the 
operation,  and  two  cases  treated  thus  succeeded  in  obtaining 
ideal  speech.    Out  of  the  other  seven,  five  had  normal  speech. 

Kuester  is  of  opinion  that  it  is  not  advisable  to  operate  as 
early  as  possible,  for  he  does  not  consider  it  dangerous  to  life, 


259 


and  the  nasal,  pharyngeal  and  laryngeal  catarrh  which  often 
complicate;  rapidly  retrogress,  even  in  later  life.  He  looks 
upon  the  fifth  to  the  seventh  year  as .  the  most  appropriate 
time  to  interfere.— mener  Med.  Fresse,  No.  18,  1893.  (Juoled 
in  Annals  of  Surgery,  Aug.  1893.) 
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